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ROMANO, BARBARA ANN. An Assessment of the Social Behaviors 
of Depressed Children. (1989) Directed by Dr. Rosemery 
Nelson-Gray. Pp. 192. 
Current theoretical models of depression have been 
developed with the adult depressive in mind. Little 
attention has been given to the appropriateness of extending 
these theoretical formulations to the depressed child. 
Since disturbances in the child's social environment have 
\ 
been implicated as one of the best predictors of 
difficulties in psychological adjustment later in life, it 
seems important to take a closer look at those models of 
adult depression that emphasize the depressive's social 
aontext. The present study used Lewinsohn's and Coyne's 
models of adult depression as frameworks with which to 
investigate the social interactions of depressed children. 
Twenty-eight boys and girls between the ages of 9 and 
12 served as subjects. Based on child and parent interview, 
subjects were diagnosed as either depressed, conduct 
disordered, or normal. Each subject interacted with two 
other children of the same gender and age in both a free 
play and a competitive play condition. In addition, the 
subject was observed in a solitary play condition. Specific 
categories of play behaviors were assessed as well as peer 
and adult ratings of the subjects' social competency. In 
addition, subjects' perceptions of the interaction were 
examined. Furthermore, the correspondence between parent 
and child reports of the child's depressive symptomatology 
was investigated. 
Although few behavioral differences were found among 
the groups, they differed in ratings of social competency 
and in their self-perceptions. Depressed children were 
rated by peers as less liked and less preferred as a 
playmate than normal children. Conduct disordered children, 
however, were rated as even more disliked and less preferred 
as a playmate than depressed children. These peer ratings 
were consistent with adult ratings of the child's social 
competency. Moreover, depressed and conduct disordered 
children did not feel that others in the interaction enjoyed 
playing with them, whereas normal children did. 
In addition, the results of the self- and parent-report 
measures indicated that children can validly report their 
depressive symptoms. A good correspondence between child 
and parent reports of depression on different, nonsimilar 
measures of depression was found. 
The current results provide support for Coyne's model 
of depression. Furthermore, these findings are discussed as 
they relate to recent studies of socially isolated and 
rejected children. In addition, directions for future 
research in the social interactions of depressed children 
are offered. 
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CHAPTER I 
INTRODUCTION 
Depression in the childhood years has recently begun to 
receive a considerable amount of attention by researchers 
and clinicians. Although childhood depression has been 
officially recognized in the third edition of the Diagnostic 
and Statistical Manual (DSM-III) of the American Psychiatric 
Association (1980) , its status as a psychological or 
psychiatric syndrome remains unclear. Currently, there are 
three main perspectives on the existence and nature of 
depression as a clinical syndrome in children. 
The first of these views holds that depressive symptoms 
are not directly expressed by children but must be inferred 
from other behaviors that mask the underlying depression 
(Glaser, 1968; Toolan, 1962). Proponents of this view 
believe that depressive symptomatology as seen clinically in 
the adult population is rarely seen in children. This 
perspective does not deny that depressive feelings are 
common, but holds instead that the manifestation of these 
feelings by children is indirect. Some of the behaviors 
that have been identified as masking the underlying 
depression, or that are depressive equivalents, are 
hyperactivity, aggressiveness, temper tantrums (Toolan, 
1962), somatic complaints such as headaches and 
2 
stomachaches, enuresis, encopresis (Cytryn & McKnew, 1974; 
Sperling, 1974), and school problems (Glaser, 1968). Cytryn 
and McKnew (1974) suggest that the underlying depression can 
be diagnosed by evaluating the content of the child's 
dreams, fantasies, and verbal expression, as well as the 
child's mood and behaviors. The underlying depression is 
used to account for the above behaviors, even in the absence 
of dysphoric mood. 
This perspective has not been widely accepted, and 
numerous criticisms have attacked its logic. One of the 
major criticisms is that this view has no clinical value 
because the behaviors identified as "masking" depression 
cover the range of child psychopathologies (Carlson & 
Cantwell, 1980; Kaslow & Rehm, 1983), and thus no basis is 
provided for a differential diagnosis. For example, it is 
not clear if the hyperactive child is "masking" depression 
or is simply hyperactive. 
The second perspective views depressive symptoms as 
transitory in development, dissipating over time (Lefkowitz 
& Burton, 1978). The logic is that, since these symptoms 
are common among otherwise normal children, depression in 
childhood should not be considered a psychopathological 
disorder. 
Costello (1980) and Kashani, Husain, Shelton, Hodges, 
Cytryn, and McKnew (1981) have been at the forefront of 
criticisms of this perspective. They argue that, while 
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single symptoms of depression may be prevalent and transient 
in childhood, the syndrome of depression may not be. It is 
important to consider the syndrome, that is, the presence of 
a cluster of highly correlated symptoms and not individual 
symptoms. For instance, a symptom of depression such as 
eating disturbances may be prevalent and dissipate with time 
in six year olds, but the presence of eating disturbances in 
conjunction with dysphoric mood, anergia, and low 
self-esteem may not be as transient. Furthermore, even if 
the syndrome appears to be transient in childhood, it should 
still be clinically addressed because little is known about 
the effects of childhood psychopathology on later periods of 
development. Recent longitudinal studies have shown 
evidence of the continuity of psychological disturbances. 
Kovacs, Feinberg, Crouse-Novak, Paulauskas, Pollack, and 
Finkelstein (1984) have found that children who have a 
depressive syndrome such as major depression or dysthymia 
are likely to have continuous, recurrent bouts with 
depression. Similarly, Chess, Thomas, and Hassibi (1983) 
described the poor prognosis of recurrent psychopathology in 
four of the six depressed children they studied. 
The consensus view currently held by those researching 
childhood depression and by the American Psychiatric 
Association in DSM-III (1980) is that depression in children 
can be diagnosed according to the criteria used in the 
diagnosis of adult depression. It is also held, however, 
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that there may be differences in symptom expression due to 
the child's developmental level. In any event, the criteria 
for adults as well as children cover the following 
dimensions of depression: affective (dysphoria, weepiness, 
mood change, anhedonia), cognitive (low self-esteem, 
hopelessness, helplessness), vegetative (sleep and appetite 
disturbances), and motivational (anergia, decreased social 
interactions, avoidance). 
Although this view acknowledges possible differences 
between childhood and adult depression, few studies have 
systematically investigated these differences. Furthermore, 
the few that have done so have produced equivocal results. 
For instance, Garber (1984) investigated the developmental 
progression of depression in 8-to-13-year-old girls and 
found that overall expression of depressive symptomatology 
was influenced by age. However, Kovacs and Paulauskas 
(1984) found that neither cognitive nor somatosexual 
development predicted either cognitive or vegetative 
dimensions of childhood depression. Replications and 
extensions of the investigations exploring differences in 
child and adult depression are clearly needed. 
Current theoretical models of depression have been 
developed with the adult depressive in mind. Little 
attention has been given to the appropriateness of extending 
these theoretical formulations to the depressed child. 
Disturbances in the child's social environment, in 
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particular in peer relations, have been implicated as one of 
the best predictors of difficulties in psychological 
adjustment later in life. Therefore, it seems important to 
take a closer look at those models of adult depression that 
emphasize the depressive's social context and examine their 
applicability to childhood depression. 
Social Skills and Depression 
One behavioral theory of depression that points to the 
social interaction as being important in the development and 
maintenance of depressive behaviors has been developed by 
Lewinsohn (1974). Lewinsohn (1974) states that depression 
is a result of a low rate of positive reinforcement 
contingent on the person's behavior. This low rate of 
response-contingent positive reinforcement is a function of 
a) the low rate of available reinforcers in the environment; 
b) the diminished potency of reinforcers through biological 
or contextual changes; and c) the person's lack of skill 
(for example, social skills) in procuring these reinforcers 
from the environment. For Lewinsohn, the inappropriate 
social skills of the depressed individual reflect an 
underlying deficiency in the individual's behavioral 
repertoire. 
There are data in the adult literature that support the 
social skills deficit hypothesis (Libet & Lewinsohn, 1973; 
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Youngren & Lewinsohn, 1980). When compared to normal 
individuals, depressed individuals were found to be less 
socially skilled on some behavioral measures such as 
emitting positive responses when interacting in a group 
(Libet & Lewinsohn, 1973). Youngren and Lewinsohn (1980) 
compared the social behaviors of depressives, psychiatric 
controls, and normal adults when interacting in groups and 
dyads. Although their results showed no differences between 
the two psychiatric groups on specific behavioral measures, 
they did differ on other measures. That is, trained 
observers and depressives themselves rated the depressed 
adults as less socially competent than the other two groups 
on more global measures of social competence. 
This model of depression is consistent with other 
theoretical formulations of depression that focus on the 
depressive's social environment. Another model of adult 
depression, proposed by Coyne (1979a), suggests that 
depressed behavior is maintained by the depressive's 
interactions with others. Unlike Lewinsohn, Coyne does not 
hypothesize that a social-skills deficit causes depression 
but focuses on the variables that are thought to maintain 
depressive behavior in a social interaction. He suggests 
that the depressed person's behaviors function as aversive 
stimuli, which produce avoidance in other people (Coyne, 
1976a). This results in a decrease in the overall amount of 
available social reinforcement in the depressive's 
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environment. Several studies have supported Coyne's 
formulations of the depressive's social interactions (Coyne, 
1976b; 1983; Howes & Hokanson, 1979). 
Social Skills and Depression in Children 
The relationship between social relations and depressed 
mood in children has been investigated by some recent 
studies (Blechman, McEnroe, Carella, & Audette, 1986; 
Jacobsen, Lahey & Strauss, 1983; Strauss, Forehand, Frame, & 
Smith, 1984; Vosk, Forehand, Parker, & Rickard, 1982). The 
consensus finding is that self-reported depression is 
correlated with ratings by peers and teachers of 
unpopularity and social incompetence. These findings seem 
to confirm Lewinsohn's (1974) and Coyne's (1976) views that 
the social interactions of depressed children as well as of 
depressed adults are impaired. This conclusion, however, 
may not be warranted because these studies present a number 
of difficulties. First, in all of these studies 
"depression" was assessed from the child's reports of a 
specific symptom, not from a clinical diagnosis of the 
depressive syndrome. Second, there was no comparison with 
other "diagnostic" groups and impaired social relations are 
associated with a number of childhood psychopathologies 
(Campbell & Paulauskas, 1979; Lorber & Patterson, 1981). 
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To date, two studies have examined the social behaviors 
of children diagnosed as depressed in comparison to children 
diagnosed as having another psychiatric disorder (Kazdin, 
Esveldt-Dawson, Sherick & Colbus, 1985? Puig-Antich, Lukens, 
Davies, Goetz, Brennan-Quattrock & Todak, 1985). Possibly 
due to differences in assessment methodology used to measure 
the children's interpersonal behaviors, the results of these 
studies are equivocal. Puig-Antich et al. (1985) compared 
prepubertal depressed children with children who manifested 
other emotional disorders and with normal children on a 
parent-rated measure of the child's social behaviors. The 
results showed little difference between the two psychiatric 
groups although both differed from the normal groups. In 
contrast, Kazdin et al. (1985) found that children diagnosed 
as depressed differed significantly from their nondepressed 
psychiatric counterparts in some directly observed social 
behaviors. The depressed children were found to exhibit 
less affect-related expression and to engage in less social 
activity than the nondepressed psychiatric children. No 
difference was found between these two groups in solitary 
play. 
Although these two studies assessed the social 
behaviors of a clinically diagnosed sample of depressed 
children, there are some limitations in both which bear on 
the interpretations of their results. Puig-Antich and his 
colleagues used only parent ratings to assess the child's 
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social functioning. The authors acknowledge the problems in 
obtaining information from this one source. First, parents 
of a psychiatrically ill child have a higher likelihood of 
suffering from a psychiatric disorder themselves, which may 
color the parents' evaluation of their child's behavior. 
Second, any single source has limited information available. 
The parents may have little awareness of the child's 
interpersonal interactions in school and with peers. 
Kazdin and his colleagues point to limitations in their 
study which need to be considered when evaluating their 
results. First, the observational codes used were somewhat 
crude, only three categories of behavior being 
distinguished: solitary behavior, affect-related expression, 
and social activity. Second, the situations in which the 
coding system was used were limited. The activities and 
mobility of the inpatient youths were restricted while they 
were observed. Third, the coding system ignored possibly 
important information. For instance, the behaviors in each 
category were recorded if they occurred at any time during 
five-minute intervals. Thus, if one child engaged in 
solitary play behavior for 30 seconds and a second child 
engaged in this behavior for the full five-minute interval, 
both would be recorded as engaging in solitary play. Other 
parameters such as duration were not recorded. The authors 
state that a finer-grained analysis of each of these 
categories, or the observation of these behaviors under a 
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greater variety of circumstances, might yield different 
results. 
The present study was designed to extend these 
investigations, attempting to overcome their limitations in 
four ways. First, the syndrome of depression was assessed 
on the basis of information from more than one source. 
Second, the children's social behaviors were observed in 
more varied environments. Third, the observational codes 
were more molecular. Last, the behaviors observed were 
recorded in 15-second intervals. 
Conduct Disorders and Depression 
It is important to compare the social behavior of 
depressed children to that of nondepressed, psychiatric 
children when evaluating the appropriateness of the 
applicability of adult models of depression to childhood 
depression. Both Lewinsohn and Coyne suggest that poor 
social relations maintain depressive behaviors in adult 
depression. These impaired interpersonal relations, 
however, may not be unique to the depressed child. As 
mentioned previously, poor social interactions have been 
associated with a number of childhood disorders other than 
depression (Campbell & Paulauskas, 1979; Lorber & Patterson, 
1981). In order to make a more fine-grained comparison, 
however, it is necessary to choose an appropriate 
11 
psychiatric group. Nondepressed, conduct-disordered 
children were used as a psychiatric comparison group in the 
present study for two reasons. First, conduct-disordered 
children are a recognizable group in which poor social 
interactions have been found (Lorber & Patterson, 1981). 
Second, conduct disorder is a syndrome that is, in some 
sense, "opposite" of depression. That is, it is identified 
as an externalizing disorder while depression is identified 
as an internalizing disorder (Achenbach, 1978; Achenbach & 
Edelbrock, 1979). Empirically, the symptoms of conduct 
disorder are dissimilar to those of depression. 
Despite these differences, an association between 
conduct disorders and depression in children has been 
suggested (Jacobsen, Lahey, & Strauss, 1983; Leon, Kendall, 
& Garber, 1980: Wells & Forehand, 1985). This position is 
similar to the "masked depression" perspective of childhood 
depression in that it stresses the identification of 
behavioral equivalents such as aggression and hyperactivity 
which are thought to "mask" the depression. 
It is difficult to conclude from the available 
evidence, however, that aggression and other conduct-
disordered behaviors are consistently correlated with 
depression. One difficulty is that the entire depressive 
syndrome is assessed only rarely. Jacobsen et al. (1980) 
have found a correlation between one symptom of depression 
(i.e., dysphoric mood) and other behavioral problems. This 
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finding is similar to other studies which have found 
dysphoric mood to be a correlate of other childhood 
disorders (Brumback & Staton, 1983; Layne & Berry, 1983; 
Staton & Brumback, 1981). Although it is important to 
assess the association between dysphoric mood and other 
childhood psychopathologies, that association should not be 
thought of as equivalent to the association between the 
entire depressive syndrome and other childhood disorders 
(Puig-Antich, 1982). 
To evaluate appropriately the association between the 
depressive syndrome and conduct disorders, a full assessment 
for the syndrome of both must be conducted. Several studies 
have conducted this type of assessment (Carlson & Cantwell, 
1980; Edelbrock & Achenbach, 1980; Puig-Antich, 1982) and 
identified a subgroup of children who fit the criteria for 
both conduct disorders and depression, as well as subgroups 
who fit one set of criteria but not both. In other efforts 
to identify childhood syndromes, Achenbach (1978) and 
Achenbach and Edelbrock (1979) used a multivariate analysis. 
The results of their analysis showed two broad-band 
clusters: Internalizing behaviors and Externalizing 
behaviors. Finer analysis of these broad groupings revealed 
syndromes that fall under these broader categories. 
Depression is classified as an internalizing syndrome while 
delinquency and aggression are considered externalizing 
syndromes. In a cluster analysis, however, which allowed 
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for the identification of groups of children exhibiting 
similar behavior patterns, Achenbach (1982) found 7.6% of 
his total sample to be deviant on both subscales of 
depression and aggression. These results help explain other 
findings which have not found a correlation between conduct 
disorders and depression (Strauss, Forehand, Frame, & Smith, 
1984). For instance, when Leon et al. (1980) reanalyzed 
their data for a group of children who were identified in 
their study as "depressed only," no relationship between 
conduct disorders and depression was found. 
At this point, the data suggest that there are some 
children who meet the DSM-III criteria for depression but 
not for conduct disorders, some who meet the criteria for 
conduct disorders but not syndromal depression, and some who 
meet the criteria for both. In light of these findings, 
children selected for the conduct disordered comparison 
group in this study fit the criteria for conduct-disorder, 
but not for the syndrome of depression. 
Social Skills and Children 
Since there is limited research in the area of 
interpersonal skills of depressed children, it is logical to 
examine research in the area of normal children's social 
functioning for methodological suggestions. The peer-
relation literature provides a way to assess the patterns of 
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social behaviors in psychologically disordered children as 
well as identifying situations in which to observe these 
behaviors. 
This body of literature suggests types of social 
behaviors that are important to measure, especially in 
different diagnostic groups. Gottman (1977) identifies two 
distinct types of social isolates: a) those who do not 
interact with their peers; and b) those who do but are 
shunned by their peers. The former type of child is 
referred to as the neglected child, whereas the latter type 
of child is referred to as the rejected child. The social 
behaviors of the neglected child are characterized by 
shyness and withdrawal, while social behaviors of the 
rejected child are more aggressive and disruptive (Coie, 
Dodge, & Coppotelli, 1982). There appear to be similarities 
between the behaviors of the depressed child and the 
neglected social isolate in that both behave in a shy and 
withdrawn manner. Likewise, there appear to be similarities 
between the delinquent and aggressive child and the rejected 
child in that both are disruptive and act out. So far, 
there are no empirical data to validate these ideas. An 
appropriate behavioral coding system to use in studies with 
both depressed and conduct disordered children would seem to 
need behavioral categories that include both withdrawn and 
disruptive behavior. 
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As mentioned previously, the peer-relation literature 
provides ideas for situations in which to assess children's 
social behaviors. The free play situation has been used 
frequently to evaluate differences in social behaviors among 
different types of children. This could also be a situation 
in which to assess the social behaviors of depressed and 
conduct-disordered children. 
Other concerns must be taken into consideration, 
however, that are due to diagnosis. For instance, fatigue 
and insufficient motivation are considered to be 
characteristics of depression (Beck, 1967). Therefore, a 
solitary play condition was also necessary in order to 
control for lack of motivation. That is, differences 
between the depressed and conduct-disordered children's 
social behaviors may be due to the depressed child's overall 
lack of motivation as well as to the child's limited 
interpersonal skills. 
Another situation in which differences between these 
two diagnostic groups and normal children were assessed was 
in a competitive play situation. One might consider this 
situation to be a mildly stressful one, frequently 
encountered by children. The difficulties in interpersonal 
relations in the two diagnostic groups may be more 
pronounced in this condition. Furthermore, this condition 
may emphasize differences between the diagnostic groups 
should no differences be found in the free play condition. 
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A medical analogy may help illustrate this point (Rush, 
personal communication). There may not be obvious 
differences between an individual with heart disease and one 
with a healthy heart in a resting condition. With the 
introduction of a stressor, such as a treadmill, however, 
the differences are clearly observed. 
/ 
Statement of Purpose 
This project was designed to evaluate the 
appropriateness of extending theoretical formulations of 
adult depression to childhood depression. Since 
disturbances in children's social relationships have been 
implicated as predictors of difficulties in psychological 
adjustment later in life, I examined two theoretical 
formulations of adult depression that focus on the 
depressive's social adaptiveness. Specifically, I evaluated 
the applicability of Lewinsohn's and Coyne's models of adult 
depression to childhood depression. 
Lewinsohn states that depressives have a social skills 
deficit which prevents them from procuring reinforcement 
from their environment. This skills deficit is implicated 
in the etiology as well as the maintenance of depression. 
Although Lewinsohn proposes that the skills deficit causes 
depression, this etiological view has not been specifically 
tested in this study. 
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Like Lewinsohn, Coyne points to the importance of the 
social context in depression, although he does not propose 
that social factors cause depression. Coyne suggests that 
the depressive's behaviors function as aversive events which 
result in others' avoidance of the depressed person, thereby 
maintaining depression. This study was designed not to 
compare Lewinsohn's and Coyne's models of depression but to 
determine whether social relations are impaired in childhood 
depression, as they are in adult depression. These models 
of depression were intended to be used as frameworks with 
which to study depression in children. 
Since play is an appropriate social context in which to 
observe children's social behaviors, three different play 
situations were chosen for this project: a) a solitary play 
condition; b) a free play condition; and c) a competitive 
play condition. 
One hypothesis to be tested in this study was that 
depressed children are less socially skilled than normal 
children when in a free play situation with peers. Since 
social skills deficits have been implicated in a number of 
childhood psychopathologies, however, a second hypothesis 
was that poor interpersonal skills are not unique to 
depression but are evident in the peer interactions of 
conduct disordered children as well. Furthermore, it was 
hypothesized that the normal peer would find interactions 
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with the depressed and conduct disordered child unpleasant 
when compared to interactions with normal children. 
Differences in types of inappropriate behaviors, 
however, may be evident between different psychopathologies. 
The peer-relation literature helps specify these types of 
behaviors. This body of literature suggests two types of 
social isolates: a) the neglected child, and b) the rejected 
child. To elaborate on the first and second hypotheses, it 
was predicted that the depressed child would exhibit 
behaviors similar to the neglected child in peer 
interactions, while conduct-disordered children would be 
more similar to the rejected child in peer interactions. 
That is, it was predicted that the depressed child would be 
less interactive and engage in more solitary behavior when 
with peers than the conduct-disordered child. Conversely, 
it was predicted that the conduct disordered child would 
engage in more inappropriate interactions and disruptive 
behaviors when with peers than the depressed child. 
To elaborate on the third hypothesis, it was predicted 
that the reaction of normal peers to the depressed and 
conduct-disordered child would be different. There are data 
which show that peers perceive children who are classified 
as "externalizers" as more socially incompetent than those 
classified as "internalizers" (Rolf, 1972). Similarly, 
Coie, Dodge, and Coppotelli (1982) found that rejected 
children are actively disliked by their peers whereas 
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neglected children are neither liked nor disliked. 
Therefore, it was hypothesized that normal peers would find 
interactions with conduct-disordered children more 
unpleasant than interactions with depressed children, but 
that interactions with depressed children would be more 
unpleasant than with normal children. 
Children are frequently involved in competitive social 
situations such as game playing. This may be considered a 
mildly stressful interpersonal situation. This condition 
may exacerbate the poor interpersonal skills of both 
depressed and conduct-disordered children. Therefore, a 
fourth hypothesis was that in the competitive play condition 
the depressed and conduct-disordered children would exhibit 
the same types of behaviors they exhibited in the free play 
situation, although the magnitude of differences between 
them would be greater. That is, it was predicted that, in 
the competitive play condition, the depressed child would be 
less interactive and the conduct-disordered child more 
disruptive than in the free play condition. 
Since fatigue and lack of motivation are 
characteristics of depression, a solitary play condition was 
warranted. This condition does not involve interpersonal 
interactions; therefore, a fifth hypothesis was that no 
differences in solitary play would be found among depressed, 
conduct-disordered, and normal children. A solitary play 
condition was necessary in order to control for lack of 
motivation and to help interpret the findings from the 
social situations. That is, differences between the 
depressed and conduct-disordered child's social behaviors 
may be due to the depressed child's overall lack of 
motivation as well as to the child's limited interpersonal 
skills. The purpose of the solitary play condition was to 
help untangle this possible confound. 
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CHAPTER II 
METHOD 
Experimental Design 
The design used to test the hypotheses of this study 
was a 3 X 3 mixed factorial design (Keppel, 1982). The 
independent variables were diagnostic category (between 
subject) and play situations (within subject). The three 
levels of diagnostic category were depressed, conduct-
disordered, and normal children, while the three levels of 
play situation were free play, competitive game, and 
solitary play conditions. To control for sequence effects, 
the play conditions were counterbalanced across subjects. 
Description of Participants 
Twenty-eight children served as subjects in this study: 
nine depressed, nine conduct disordered, and ten normal 
children. A description of individual subjects is provided 
in Table 1 (Table 1 and all subsequent tables are located in 
Appendix A). A summary description of the subjects follows. 
All children were 9-12 years old. Studies have shown 
that children in this age group can cognitively as well as 
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behaviorally identify emotions in self and others (Harris, 
Olthof, & Terwogt, 1981). Furthermore, depressive symptoms 
among this age group are more similar to adult symptoms than 
are those of younger children (Aylward, 1985; McConville, 
Boag, & Purohit, 1973). Similarly, no differences were 
found within this age group on depressive symptom expression 
or self-report measures (Leon et al., 1980). 
Children who were mentally retarded or had a severe 
developmental disorder (e.g., autism) were not included in 
the study. Socioeconomic status, race, and gender were not 
necessarily controlled within the sample. However, all 
participants in the study were white middle class children. 
Same gender groupings within each social situation were 
maintained. There were eight boys and one girl in each of 
the depressed and conduct-disordered groups. The normal 
control group comprised nine boys and one girl. 
Participant Selection Procedure 
The psychiatric children were referred to this project 
by local mental health professionals as well as by parents. 
Letters were sent to psychologists and psychiatrists in 
private practice as well as to mental health agencies (e.g., 
Guilford County Mental Health Center, "Willie M" program) 
announcing the study (Appendix B). In addition, the study 
was announced in the local newspaper as part of an article 
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on childhood depression. Similarly, it was announced by a 
local television station in a series on depression. The 
normal children were recruited from the community. 
In total, forty-three children were interviewed. 
Eighteen of these children met the requirements to be 
included in either the depressed or the conduct-disordered 
group. After being found eligible for the study, none of 
the eighteen children or their parents declined 
participation. Although all children were diagnosed 
specifically for the study, some entered the study with 
diagnoses from current therapists. Seven of the nine 
children in the depressed group were currently in treatment 
and had diagnoses of separation anxiety, major depression, 
or dysthymia. In addition, eight of the nine children in 
the conduct-disordered group were currently in treatment, 
and all had diagnoses of conduct disorder. 
Parents were required to provide written consent for 
their own and their child's participation (Appendix C). The 
research project was explained to the parents orally and in 
writing before consent was obtained. In addition, each 
child was required to provide written consent for his or her 
participation (Appendix D). The research project was 
explained to the child orally before consent was obtained. 
However, this explanation was mainly procedural so as not to 
compromise the hypotheses being investigated. Parents and 
children were informed that they could decide to end their 
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participation in the study at any time and for any reason 
without penalty. To increase incentive to participate, each 
child received a gift of $2. 
Separate intake interviews for the parents and children 
were scheduled. When possible, the parent was interviewed 
first. When the child was interviewed, the parent was asked 
to complete the parent measures in a separate room. Most of 
these interviews were conducted in the UNC-G Psychology 
Clinic. The other interviews were conducted off campus. 
Following the interviews, the child was invited back another 
day to continue participation in the remainder of the study. 
Each interview was conducted using the Child Assessment 
Schedule (CAS) (Appendix E) developed by Hodges and her 
colleagues (1985). The CAS is designed to be used in 
clinical settings as well as for research purposes. It 
provides a standardized set of interview questions, response 
format, and set of probes. 
The CAS was designed for the child with questions 
grouped by natural content areas (e.g., friends, school) 
rather than by symptom cluster. This feature of the CAS 
facilitates rapport between child and clinician. The 
questions and response items were designed to elicit 
information necessary in making DSM-III diagnoses for the 
major childhood categories including: Major Depression, 
Dysthymia, and Conduct Disorders. A revised version of the 
DSM-III (DSM-III-R) has recently been published; however, it 
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was not used in the present study because the CAS was 
designed to generate DSM-III diagnoses. The DSM-III and 
DSM-III-R are not substantially different in the diagnosis 
of Major Depression or Dysthymia, but do differ 
substantially in the diagnosis of Conduct Disorders. 
Children who met the DSM-III criteria for major 
depression, dysthymia, or adjustment disorder with depressed 
mood qualified for inclusion in the depressed group. These 
children did not meet the DSM-III diagnosis for the syndrome 
of conduct disorder. Children in the conduct disorder group 
met DSM-III criteria for this diagnostic category, but not 
the criteria for the syndrome of depression. Children in 
the normal group did not meet criteria for any diagnostic 
category. 
The CAS has a parallel form which has been developed to 
be administered to parents (CAS-P) (Appendix F). Most 
researchers agree that the diagnosis of children should be 
based on interviews with the parent as well as the child. 
What remains unclear, however, is how best to combine this 
information since parent and child information does not 
always agree. One of the approaches to combining this 
information outlined by Hodges (1985) and employed by others 
using other childhood interviews (Puig-Antich & Chambers, 
1978) is to reinterview the parents and/or child to resolve 
discrepancies, to consider outside sources (e.g., teacher, 
referral source), and to depend on the clinical judgement of 
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the interviewer. These three methods were employed in the 
present study as needed. 
All interviews were audiotaped. As a check on 
diagnostic reliability, the interview information was 
reviewed independently by an advanced graduate student in 
clinical psychology who grouped the tapes into either 
Depression-no Conduct Disorder, Conduct Disorder-no 
Depression, Normal-no diagnosis, or Mixed-depression and 
conduct disorders categories. Fifty percent of all 
interviews, including those with normal children, were 
randomly selected. Reliability for appropriate group 
assignment was 100% and was calculated using the following 
formula: agreements/(agreements + disagreements) X 100. 
None of the tapes was categorized as Mixed-depression and 
conduct disorders. 
The following child and parent measures were used to 
provide descriptive information elaborating the nature of 
the sample. These measures were not used in subject 
selection or in diagnosis. The data for individual subjects 
on these measures are provided in Table 2. Statistical 
analyses of these measures are included in the Results 
section. A summary description of these scores follows. 
Each child was administered the Child Depression 
Inventory (CDI-C) (Kovacs, 1983) (Appendix G) to complete. 
The items were read to the child, and the child's verbal 
responses were recorded on the form. The CDI-C is a self-
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report measure of depression and has been used extensively 
in research studies. A score of 13 has been used by these 
studies as the cut-off for depression. In the present study 
the depressed children's scores ranged from 10-28, the 
conduct disordered children's scores ranged from 4-17, and 
the normal children's scores ranged from 0-3. 
The parent version of the Child Depression Inventory 
s 
(CDI-P) (Appendix H) was used to assess the correlation 
between child and parent report of the child's depressive 
symptomatology. In the present study, the range of scores 
by the parents of the depressed children was 12-33, the 
range of scores by the parents of the conduct disordered 
children was 7-30, and the range of scores by the parents of 
the normal children was 0-5. 
The Child Behavior Checklist (CBCL) (Achenbach, 1978; 
Edelbrock & Achenbach, 1979) (Appendix I) was used to assess 
the parent's perceptions of the child's psychopathology. It 
provides a scale for depression (CBCL-D), as well as a 
composite scale for internalizing behaviors (CBCL-I) and 
externalizing behaviors (CBCL-E). A score of 70 or greater 
represents the clinical range. A score between 55 and 69 
represents the normal range. The range of scores for the 
depressed children was 69-95 on the CBCL-D scale, 70-90 on 
the CBCL-I scale, and 64-86 on the CBCL-E scale. The range 
of scores for the conduct-disordered children was 62-95 on 
the CBCL-D scale, 65-80 on the CBCL-I scale, and 65-90 on 
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the CBCL-E scale. The range of scores for the normal 
children was 55-58 on the CBCL-D scale, 55-57 on the CBCL-I 
scale and 55-58 on the CBCL-E scale. 
Personnel 
Experimenters. All diagnostic interviews were 
conducted by the author. In order to control for any 
unintentional subtle biasing effects, a graduate student 
other than the author was the experimenter. Coding of 
children's social behaviors from videotapes was done by 
trained undergraduate and graduate students naive to the 
diagnosis of the child. Reliability checks on the 
videotapes of the children's interactions were done by other 
graduate/undergraduate raters. Reliability checks were made 
on approximately one-half of all videotapes. 
Confederates. Twenty-seven normal children were 
recruited as confederates. Once normal children 
participated as subjects in the study, they were asked to 
continue in the study in the role of confederate. Eight of 
the ten normal subjects did so. Nineteen additional 
children participated as confederates. A pair of 
confederates of the same gender as the subject played with 
the subject. Overall, they interacted one time with one 
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subject from each of the three diagnostic groups in a 
counter-balanced sequence. Furthermore, the confederates 
were only paired with the same confederate one time. The 
use of confederates insured the similarity in the play 
situations met by the target subjects. 
The confederates were instructed to interact with the 
child as they would any other child with whom they might 
play at home or at school. They were, however, instructed 
not to initiate interactions with the child, but only to 
respond to the child's interactions and initiations. Prior 
to the onset of the study and of each session, the 
confederates were given the following instructions: "I'd 
like you to play with (name) as you would play with any 
other child at home or at school, except I don't want you to 
try to get him (her) to play. What I want you to do is to 
follow his (her) lead and do what he (she) wants to do". 
Prior to the study and as needed throughout the study, the 
confederates role-played a few scenarios to insure their 
understanding of these instructions. 
Furthermore, the confederates were told that after the 
session, they would be asked for their opinions regarding 
their reactions to their interactions with the subject. 
Prior to the onset of the study and of each session, the 
confederates were given the following instructions: "Think 
of all the boys and girls you know. Some you like, and some 
you don't like. Can you name one you like and one you don't 
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like? Well, when you play here with these other children, 
some you'll like to play with, and some you will not like to 
play with. After you finish playing I'm going to ask you 
some questions about playing again with this child. I want 
you to answer these questions honestly. There are no right 
or wrong answers. I don't mind if you say you'd like to play 
or you wouldn't like to play with this child again. What I 
do want is for you to answer the questions with how you 
honestly feel". The children practiced by applying a rating 
scale to children they play with at home or at school. 
Social Situations 
Play conditions were counter-balanced across diagnostic 
groups to control for order effects. There were six 
possible orders of conditions. The order in which each 
subject experienced the conditions is noted in Table 1. 
Upon arrival of the subject and the two confederates, 
the experimenter allowed the children approximately two 
minutes to become acquainted. This was done so that the 
children would not spend time in the first play condition 
getting to know one another. The subject was unfamiliar to 
the two confederates. The two confederates were also 
unfamiliar to each other. This was done to lessen the bias 
effects of previous experience (Cunningham & Siegel, 1987; 
Dodge, 1983). Each play condition was 15 minutes long. 
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This length is consistent with another study which evaluated 
the interpersonalskills of a psychiatric sample (Cunningham 
& Siegel, 1987). 
Each play condition was videotaped. The video camera 
was in a corner of the play room. It was decided not to put 
it behind a screen since this might have drawn even more 
attention to the camera and the children might have spent 
time investigating what was behind the screen. 
Free play. The play group met in a carpeted room in 
the UNC-G Psychology Clinic. The playroom contained a 
table, chairs, and a variety of games and toys (e.g., 
Leggos, Etch-a-Sketch, crayons, paper, nerf ball). The 
subject was given the following instructions: "I need to 
take care of a few things. While I'm gone I'd like you to 
go in this room. There are toys in there. (Name of 
confederate) and (name of confederate) are in there. I'll 
be back in a few minutes to get you". 
Solitary plav. This play environment was the same as 
the free play one, except that each subject was alone in the 
room. The child was given the following instruction: 
"(Name), I'd like you to go in this room while (name of 
confederate) and (name of confederate) fill out some forms 
for me. There are toys in there. I'll be back in a few 
minutes to get you". 
Competitive game. The triad was instructed to play the 
card game "War". If the children did not know how to play 
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the game, it was taught to them. To increase the 
competitive nature of the task, the children were told that 
the winner would receive a prize in addition to the one 
received for participation in the study. The children were 
given the following instructions: "I'd like all three of 
you to play the game 'War' while I take care of a few 
things. The winner will get a prize. Remember, everyone 
will get a prize for coming today, but the winner of the 
game will get a second prize. I'll be back in a few 
minutes". 
Dependent Variables 
Social coding system (Dodge, 1980) (Appendix J). A 
modified version of this coding system was used. Codes 
which were not appropriate to the hypotheses of the study 
(e.g., attention to teacher) were deleted . The coding 
system is designed for the assessment of peer oriented 
behavior. Each target subject's behavior in all three 
conditions was coded from videotapes. The types of 
behaviors coded included solitary activity, interactive 
play, verbalizations, and physical contact with peers. The 
categories used in this study are marked with an * in 
Appendix J. Three additional behaviors were added to this 
coding system. They were smiling, frowning, and observing. 
The operational definitions of these behaviors can be found 
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in Appendix J. Smiling and frowning were added as 
reflections of affective expression and have been included 
in other studies examining the social behaviors of depressed 
children (Kazdin et al., 1985). Observing was added to the 
coding system as a result of pilot observations. 
Interval time-sampling was used. The occurrence or 
non-occurrence of each behavior in each 15-second interval 
was recorded. The inter-observer agreement for the 
individual behaviors is shown in Table 3. Reliability was 
calculated for each behavior within the three different play 
conditions. The Kappa statistic as well as the traditional 
formula: agreements/(agreements + disagreements) X 100, was 
used. Kappa cannot be calculated in situations in which no 
occurrences or no non-occurrences of behavior are recorded. 
In these cases, the traditional formula mentioned above was 
the only calculation possible. 
Pleasant/Unpleasant measure (Appendix K). This measure 
is comprised of ten questions, assessing the pleasantness or 
unpleasantness of the confederate's interaction with the 
target subject. The confederates rated on a 4-point 
Likert-type scale whether he or she would choose to play 
with the target subject in the future. An example of a 
question is : "If you were forming a club, would you invite 
(name) to join?". This measure was administered to each 
confederate separately. The questions were read to them as 
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they recorded their responses. Reliability between the two 
confederates was moderate, r(28)=.44/p<.01. 
Social Competency ratings. Ratings of subjects' 
general social competence were obtained from graduate and 
undergraduate raters who were blind to the subjects' 
diagnostic groupings. The ratings were on a 7-point 
Likert-type scale from "not at all socially competent" to 
"very socially competent". Reliability between two raters 
for 100% of the participants was moderate, r(28)=.41,p<.02. 
Subjects' Perception ratings. Ratings of subjects' 
perceptions of whether or not the two confederates liked 
playing with them were obtained. Subjects were interviewed 
in an open-ended fashion after their interactions with the 
confederates. This was done to assess their perceptions of 
other children's views of them. Graduate and undergraduate 
raters who were blind to subjects' diagnostic groupings 
rated these interviews on a 4-point Likert-type scale from 
"did not like" to "liked very much". Reliability between 
raters was moderate, r(28)=.44,p<.01. 
Forced Choice ratings. Following the completion of the 
study, three confederates were asked to view videotapes of 
interactions in which they did not participate. The 
children were shown the first five minutes of the free play 
condition of a normal child's play interaction and either a 
depressed or a conduct-disordered child's play interactions. 
They were then given the instruction: "I'd like you to tell 
35 
me which of these two children you would like to play with". 
The order of presentation of diagnostic groups was 
counterbalanced. Furthermore, same-gender groupings of 
confederates and videotaped children were maintained. 
Stressor ratings. Ratings of the amount of stress 
children were experiencing in their environment were 
obtained. These ratings were based on information from the 
diagnostic interview and were made by the author. The 
rating used was the DSM-III's coding of the severity of 
psychosocial stressors. The rating is "based on the 
severity of the stressor itself , not on the individual's 
vulnerability to the particular stressor"(p.26). The 
DSM-III rating system was used so that ratings would not be 
influenced by a subject's diagnosis and would be comparably 
assessed across groups. 
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CHAPTER III 
RESULTS 
Differences Among Diagnostic Groups on Self- and 
Parent-Report Measures 
Multivariate analysis. A one-way multivariate analysis 
of variance (MANOVA) was conducted to determine if a 
combination of the Child Depression Inventory-Child form 
(CDI-C), Child Depression Inventory-Parent form (CDI-P), 
Child Behavior Checklist-Depression scale (CBCL-D), Child 
Behavior Checklist-Internalizing scale (CBCL-I), and Child 
Behavior Checklist-Externalizing scale (CBCL-E) was able to 
discriminate among the depressed, conduct-disordered, and 
normal children. The groups differed significantly, Wilk's 
lambda=.049, which is equivalent to F(10,42)=14.78,p<.0001 
(Table 4a). 
CDI-C. A one-way analysis of variance (ANOVA) revealed 
a significant difference among the three groups on the 
CDI-C, F(2,25)=33.24,p<.0001, supporting both the initial 
diagnostic groupings and the concept that children can 
report their own depressive symptomatology (Table 5a). 
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Furthermore, a Newman-Keuls post-hoc analysis revealed that 
depressed children consider themselves as significantly more 
depressed than conduct-disordered children, who rated 
themselves as significantly more depressed than normal 
children (Table 5b). Moreover, the mean of the CDI-C scores 
for the depressed group fell within the depressive range 
(score of 13 or above; Kovacs, 1983), whereas the means for 
the conduct-disordered and normal groups were below this 
range (Table 4b). This was consistent with the findings of 
Romano and Nelson (1988). 
CDI-P. Turning to the parent completed measures, a 
one-way ANOVA indicated that the CDI-P discriminated among 
the three groups, F(2,25)=36.18,p<.0001 (Table 6a). The 
Newman-Keuls post-hoc test, however, revealed no 
statistically significant differences between the parent 
report of the depressed group and the parent report of the 
conduct-disordered group (Table 6b). The parents of both 
the depressed children and the conduct-disordered children 
reported their children as significantly more depressed than 
the parents of normal children on the CDI-P (Table 4b). 
Again, these results are consistent with Romano and Nelson 
(1988) . 
CBCL. A one-way ANOVA revealed that the CBCL-D 
discriminated among the three groups, F(2,25)=30.73,p<.0001 
(Table 7a). The Newman-Keuls post-hoc analysis showed that 
parents of depressed children reported them to be 
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significantly more depressed than did parents of conduct-
disordered children (Table 7b). Similarly, this latter 
group was seen by their parents to be more depressed than 
were the normal children (Table 4b). 
A one-way ANOVA on the CBCL-I revealed significant 
differences among the three groups, F(2,25)=50.81,p,.0001 
(Table 8a). The results of the Newman-Keuls post-hoc test 
showed that parents of the depressed children rated them 
significantly higher on the CBCL-I than parents of the 
conduct-disordered children or normal children (Table 8b). 
The latter two groups also differed significantly (Table 
4b) . 
A one-way ANOVA on the CBCL-E revealed significant 
differences among the three groups, F(2,25)=34.09,p<.0001 
(Table 9a). The results of the Newman-Keuls post-hoc test 
indicated no significant differences between parents' 
reports of externalizing in depressed children and parents' 
reports of externalizing in conduct-disordered children, 
with both reporting externalizing more than parents of 
normal children (Table 9b). Thus, parents of depressed 
children reported high levels of both internalizing and 
externalizing behaviors, whereas parents of conduct-
disordered children mainly reported high levels of 
externalizing (Table 4b). These results are consistent with 
those of Romano and Nelson (1988). 
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Correlations Among Measures. In addition, the 
correspondence between child report and parent report of the 
child's depressive symptoms was analyzed. When all 
twenty-eight children were included, there was a significant 
correlation between child reports of depression on the CDI-C 
and parent reports of child depression on the CDI-P, 
r(28)=.81,p<.0001, on the CBCL-D r(28)=.70,p<.0001, and on 
the CBCL-I, r(28)=.75,p<.0001. 
Behavioral Data in the Three Plav Situations 
A main question addressed by this study involved the 
types and frequencies of behaviors manifested by the 
different diagnostic groups in the three play conditions. 
Three hypotheses were proposed: (a) that no difference would 
be found among the groups in the solitary play condition; 
(b) that a difference in types of behaviors would be 
exhibited among the three groups in the free play and 
competitive play conditions; and (c) that the frequencies of 
these behaviors would be greater in the competitive than in 
the free play condition. The following behaviors were 
observed with sufficient frequency to be included in data 
analyses: solitary play-appropriate, solitary play-aimless, 
solitary play-disruptive, rough housing, parallel play, 
cooperative play, conversation, group entry, smiling, and 
observing. Other behaviors 
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included in the coding system were not observed. Data for 
individual children are in Table 10. 
Multivariate analysis. A three-way MANOVA was 
conducted to determine if a combination of these behaviors 
was able to discriminate among diagnostic groups, orders of 
conditions, conditions, and their interactions. The first 
two of these were between-subject factors, whereas play 
conditions was a within-subject factor. Only the MANOVA 
effect for condition was significant, Pillai's trace=1.98, 
which is equivalent to F(22,24)=135.54,p<.0001 (Table 11). 
Thus, while differences among the groups were evident on the 
molar dependent variables, the molecular behavioral measures 
failed to indicate group differences. 
Univariate analyses. There were no significant main 
effects for groups for any of the behaviors. In contrast to 
the molar dependent measures, the groups did not differ on 
molecular behavioral measures. There were significant 
interaction effects for only a few behaviors which are 
elaborated below. 
Behaviors did differ across the three play conditions. 
A three-way ANOVA revealed a main effect for condition for 
solitary play-appropriate, F(2,21)=134.18,p<.0001 (Table 
12); solitary play-aimless, F(2,21)=9.99,p<.0009 (Table 
13a); parallel play, F(2,21)=30.73,p<.0001 (Table 16a); 
cooperative play, F(2,21)=179.69,p<.0001 (Table 17a); 
conversation, F(2,21)=27.11,p<.0001 (Table 18a); group 
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entry, F(2,21)=6.66,p<.006 (Table 19a); smiling, 
F(2,21)=16.10,p<.0001 (Table 20a); and observing, 
F(2,21)=4.56,p<.022 (Table 21a). Newman-Keuls post-hoc 
analyses revealed that children played alone in an 
appropriate manner more often in the solitary play condition 
than in the free play or competitive play condition (Table 
12b). Moreover, there was more of this behavior in the free 
play than in the competitive play condition. Similarly, 
children walked around aimlessly more often in the solitary 
play condition than in either the free play or competitive 
play condition (Table 13b). There was no difference found 
between the latter two conditions. Furthermore, there was 
more parallel play (Table 16a), conversation (Table 18a), 
group entry (Table 19a), and observing behavior (Table 20a) 
in the free play condition than in the competitive play 
condition. Children either played side-by-side, talked with 
one another, entered a group, or watched other children 
playing more often when in the free play rather than the 
competitive play condition. There was more cooperative play 
and smiling in the competitive play condition than in the 
free play condition. Given structure or lack of structure 
in the conditions, these results are not surprising. 
There was a significant order x condition interaction 
for parallel play and conversation, F(10,21)=2.68,p<.028 
(Table 16a), and F(10,21)=4.69,p<.001 (Table 18a), 
respectively. Since only four to five subjects were 
42 
assigned a particular order, however, caution should be 
exercised in interpreting these results. For instance, a 
Newman-Keuls post-hoc analysis did not reveal a pattern for 
parallel play which makes any conceptual sense (Table 16c). 
However, post-hoc analyses for conversation reveal that 
children engaged in more conversation in a free play 
situation when it was preceded by the solitary play 
condition (Table 18c). In addition, they engaged in more 
conversation in the competitive play condition if they were 
given the free play condition first. If they are given the 
solitary play condition before free play and competitive 
play, however, they do not engage in more conversation in 
the competitive play condition. That is, conversation 
carried over from an unstructured, interactive setting to a 
structured, interactive one, only when the former setting is 
given first. When a solitary condition was given first, 
conversation did not carry-over from the free play to the 
competitive play condition. 
A group x order x condition interaction was found for 
parallel play, F(20,21)=3.95,p<.001 (Table 16a); and for 
cooperative play, F(20,21)=2.61,p<.017 (Table 17a). Caution 
should be exercised in interpreting these results for the 
following reasons: a) only one or two subjects in a 
particular diagnostic group were assigned to any one order; 
b) out of eleven behaviors, two had significant triple 
interactions, which might be expected by chance; c) 
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three-way interactions are typically difficult to interpret. 
However, a few results which make some conceptual sense are 
presented. 
A Newman-Keuls post-hoc analysis revealed that when the 
free play condition is given last in the sequence, depressed 
children play side-by-side with other children more often 
than they do when the free play condition occupies a 
different place in temporal order (Table 16d). In contrast, 
conduct-disordered and normal children play side-by-side 
more often in the free play condition when, in general, it 
is given first, rather than last. 
Furthermore, when the free play condition is given 
last, depressed children engage in less cooperative play, 
and conduct-disordered children engage in more cooperative 
play than they do when the free play condition occupies a 
different place in the temporal order (Table 17c). In 
general, when conduct-disordered children experience the 
free play condition first or second, they engage in less 
cooperative play than when the free play condition is last. 
This pattern is not evident with normal children. Across 
all groups, cooperative play is more frequent during the 
competitive task condition than in the free play condition. 
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Pleasant/Unpleasant Measure 
One question addressed by this study concerned the 
likability of the subjects by their peers, that is, the 
confederates. A one-way ANOVA on the confederate's 
Pleasant/Unpleasant questionnaire revealed a significant 
difference among the three groups, F(2,25)=20.69fp<.0001 
(Table 22a). A Newman-Keuls post-hoc analysis showed that 
the confederates preferred playing with and would choose to 
play again with the normal children (x=3.06) rather than the 
depressed (x=2.6) or conduct-disordered (x=1.9) children 
(Table 22b). However, when choosing among the latter two 
groups, the confederates preferred the depressed children to 
the conduct disordered children. 
Social Competency Ratings 
These above findings are consistent with adult ratings 
of the depressed, conduct disordered, and normal children's 
social competency. A one-way ANOVA revealed a difference 
among the three groups on ratings of overall social 
competency, F(2,25)=18.05,p<.0001 (Table 23a). These adults 
rated the normal children as more socially competent (x=5.5) 
than either the depressed (x=3.8) or the conduct-disordered 
(x=2.8) children (Table 23b). Furthermore, depressed 
children were rated as more socially competent than conduct-
disordered children. 
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Subjects/ Perception Ratings 
A one-way ANOVA revealed a significant difference among 
the three groups on ratings of the subjects' perceptions of 
how the confederates liked them, F(2,25)=9.0,p<.001 (Table 
24a). A Newman-Keuls post-hoc analysis showed that normal 
children (x=3.5), more than depressed (x=2.38) or conduct -
disordered (x=2.77) children, thought that their peers in 
the present interaction liked playing with them (Table 24b). 
This was consistent with the above-mentioned results of the 
confederates' preference of playmates. However, there was no 
difference between depressed and conduct-disordered children 
in their perceptions of peers' enjoyment of the interaction. 
Forced Choice Ratings 
When given a choice between playing with a normal child 
and a depressed or conduct-disordered child, confederates 
chose the normal child as their preferred playmate 
significantly more than the other child ( ̂ ^lO.5,p<.005) 
(Table 23c). That is, out of eighteen presentations of the 
videotaped play interactions of a normal and either a 
depressed or conduct-disordered child, confederates chose 
the normal child as the preferred playmate sixteen times. 
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Stressor Ratings 
A one-way ANOVA did not reveal a significant difference 
among the three groups on ratings of the amount of stress 
children were experiencing in their environment, 
F(2,25)=.02,p<.98 (Table 24c). 
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CHAPTER IV 
DISCUSSION 
The present study was designed to evaluate the 
appropriateness of extending theoretical formulations of 
adult depression to childhood depression. Those formulations 
that focus on the depressive's social adaptiveness have been 
examined. Specifically, Lewinsohn's and Coyne's models of 
adult depression were used in the present study as a 
framework to evaluate the social interactions of children 
who are depressed. Furthermore, in order to make a more 
fine-grained analysis of the differences between the social 
behaviors of depressed children and normal children, an 
additional comparison group was included. Since depression 
is considered an internalizing disorder, conduct disordered 
children were chosen as the comparison group representing an 
externalizing disorder. Empirically, the symptoms of conduct 
disorders are different from those of depression (Achenbach, 
1978; Achenbach & Edelbrock, 1979). 
The present study examined the interactional behaviors 
of children who were diagnosed as depressed or conduct -
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disordered and those who did not carry a diagnosis. In 
addition, this study assessed these children's perceptions 
of themselves and others' perceptions of them with respect 
to their social functioning. 
It was predicted that depressed children and conduct-
disordered children would be less socially skilled than 
normal children when in a free play situation with peers. 
Furthermore, it was hypothesized that these poor social 
skills would be more apparent in a competitive play 
situation. Moreover, differences in types of inappropriate 
behaviors between depressed and conduct-disordered children 
were predicted. Specifically, it was hypothesized that 
depressed children would exhibit more withdrawn, solitary 
play behaviors; and conduct-disordered children, more 
aggressive disruptive play behaviors when with peers. No 
differences were expected among these three groups in the 
solitary play condition. Lastly, it was predicted that 
others would perceive the depressed children as less 
socially competent than the normal children, but more 
socially competent than the conduct disordered children. 
The results of this study revealed the following. In 
general, there were no behavioral differences among the 
three groups. Although there is some suggestion that adult 
depressives are inappropriate in their timing of 
self-disclosure (Jacobson & Anderson, 1982), for the most 
part, these results parallel the adult depression literature 
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in that it is difficult to pinpoint consistently the 
specific behaviors of depressives that result in others 
perceiving them as less socially competent than normal 
adults (cf., Youngren & Lewinsohn, 1980). Similarly, 
studies on the emergence of children's peer status have 
found that patterns of behavior consistent with group status 
are not readily evident in the initial sessions of play 
(Coie & Kupersmidt, 1983; Dodge, 1983). 
This is in contrast,however, to the findings of Kazdin 
et al. (1985) and Altmann and Gotlib (1988) who have found 
differences between depressed children and their 
nondepressed counterparts. Kazdin et al. (1985) showed that 
depressed children engaged in less social activity when 
compared to nondepressed, psychiatric children. The 
composition of diagnoses in this latter group was not 
described by Kazdin et al. (1985). Similarly, Altmann and 
Gotlib (1988) found that depressed children spent more time 
alone in a social situation than nondepressed, normal 
children. 
One major difference between these two studies and the 
present one is the composition of the play groups. In the 
present study, all children were unfamiliar to each other, 
while in the other two studies the children were known to 
each other. Furthermore, in the Kazdin et al (1985) and the 
Altmann and Gotlib (1988) studies, children were observed in 
settings familiar to them. Behavioral differences which 
50 
differentiate types of children seem to emerge over time and 
are not readily evident in the early stages of group 
formation (Coie & Kupersmidt, 1983; Dodge, 1983). This 
finding has also been obtained with adult depressives. 
Behavioral differences between depressed and normal adults 
were more evident in familiar groups than in those comprised 
of strangers (Libet & Lewinsohn, 1973; Youngren & Lewinsohn, 
1980) . 
The results of the present study, which failed to 
identify behaviors that differentiate depressed children 
from other children, must be qualified to a certain extent 
because analyses of the data revealed significant 
interactions with respect to the order of presentations of 
conditions. When given the free play condition first, 
before the competitive play condition, depressed children 
engaged in more cooperative play and less parallel play in 
the free play condition then they do when given the free 
play condition after the competitive play condition. This 
finding is consistent with others who have found that, at 
least in the early stages of play, depressed as well as 
neglected children socially approach peers as much as other 
children (Altmann & Gotlib, 1988; Dodge, 1983). 
Interestingly, this pattern of findings is consistent with 
the results of a study which suggests that adult depressives 
seek more social contact with others than nondepressed 
adults in dealing with everyday life stressors (Coyne, 
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Aldwin, & Lazarus, 1981). It is possible that depressed 
children found meeting a new peer similar to dealing with an 
everyday life stressor. Anecdotally, in the present study, 
mothers of the depressed children, in particular, reported 
them to be somewhat anxious about returning to the second 
session. 
When given the opposite order of conditions (i.e., 
competitive then free play), however, depressed children 
engaged in less cooperative play and more parallel play in 
the free play condition than they do when the free play 
condition is given before the competitive play condition. 
Differences in the confederates' behavior between these 
conditions may shed some light on these findings. In the 
competitive play condition, the interaction among the triad 
was experimentally arranged. In the free play condition, 
however, confederates were asked to not initiate interaction 
with the target child, but to wait until the target child 
initiated interaction before responding to them. That is, 
depressed children went from a situation in which children 
were playing with them to one in which these same children 
stopped playing with them. It is possible that depressed 
children experienced the free play as ignoring or 
extinction, and reacted by limiting their play interactions. 
Similarly, Dodge (1983) and Altmann and Gotlib (1988) found 
that when their initiations are met with rebuff by peers, 
neglected and depressed children approached peers less. 
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This pattern of interacting was unlike that of the 
conduct disordered or normal children. In fact, conduct 
disordered children evidenced the opposite pattern of 
interacting. They engaged in less cooperative and more 
parallel play in the free play condition when the free play 
condition came before the competitive play condition, and 
more cooperative and less parallel play in the free play 
condition when the competitive play condition came before 
the free play condition. Like conduct-disordered children, 
normal children engaged in more parallel play in the free 
play condition when given it first rather than last. There 
was no pattern for normal children regarding cooperative 
play. 
Despite the very few behavioral differences among the 
three groups of children, the ratings of likability 
differentiated them. Peers as well as adults clearly 
differentiated the three groups with respect to social 
functioning. The results of the present study provide 
strong support for the hypothesis that a depressed peer is 
regarded with less liking than a normal peer. Confederates 
who interacted with the target child, as well as those who 
did not interact with the target child but viewed their 
interactions on a videotape, consistently chose the normal 
child rather than the depressed child as a preferred 
playmate. These findings are consistent with others which 
have found that children regard a depressed peer as less 
likeable than a normal peer (Peterson, Mullins, & 
Ridley-Johnson, 1985). Furthermore, these findings parallel 
those in the adult depression literature, which suggest that 
adult depressives encounter similar interpersonal rejection 
(Coyne, 1976b; Howes & Hokanson, 1979). 
Even though few behavioral differences were found, the 
behavioral coding system was a sensitive measure because it 
showed differences among the play conditions for many of the 
behaviors. It was not sensitive enough, however, to 
identify the behaviors which peers and adults reacted to on 
the more molar ratings of the interactions. The significant 
differences among the depressed, conduct-disordered, and 
normal children on the likability and social competency 
measures clearly suggest that there are differences in the 
manner in which these children interact with peers. 
Alternative behavioral measures might be necesary in order 
to identify these differences. Since social interactions are 
a function of the actions and reactions of the individuals 
involved, sequential analyses of peers' behavior towards the 
target child may yield important information. Studies have 
found that socially impaired children do not necessarily 
lack appropriate social skills, but that over time these 
behaviors are emitted less and less because of peer 
reactions (Bierman, Miller, & Stabb, 1987; Dodge, 1983). A 
more qualitative analysis of behavior might, for example, 
identify who initiates or 
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terminates these interactions and how they might do this. 
Evaluating the quality of children's behaviors in an 
interaction might also be informative. For instance, even 
though there are no differences in the type of play (e.g., 
parallel vs. cooperative play) between depressed and 
conduct-disordered children, there might be differences in 
the way they engage in this play. 
The findings of the present study also lend support to 
the notion that these preferences are not solely a function 
of psychopathology. Conduct-disordered children are liked 
even less than depressed children. Similarly, children find 
"externalizing" peers to be less socially competent than 
"internalizing" peers (Rolf, 1972). These findings are 
consistent with the peer-relation literature, in that 
rejected peers are less preferred as playmates than 
neglected children (Foster & Ritchey, 1985). Although this 
study was not able to identify specific differences in the 
interactions of depressed, conduct-disordered, and normal 
children, it is clear that they interact differently with 
their peers. It is possible that conduct-disordered 
children exhibited more aversive behavior than depressed or 
normal children. Although not statistically significant, 
there was some evidence that conduct-disordered children 
were more disruptive during the competitive play condition 
than the other children. 
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Peers' ratings of the social interactions of depressed, 
conduct-disordered, and normal children's interactions were 
consistent with adult ratings of these children's social 
competence. Adults rated normal children as more socially 
competent than either depressed or conduct-disordered 
children, and depressed children were rated as more socially 
competent than conduct-disordered children. Similarly, in 
another study, adults perceived depressed children as likely 
to function ineffectively socially when compared to their 
normal counterparts (Mullins, Peterson, Wonderlich, & 
Reaven, 1986). Although depressed children appear to elicit 
negative reactions from peers as well as adults with respect 
to their social competency, conduct disordered children seem 
to elicit a stronger negative reaction. 
Both depressed and conduct-disordered children, 
however, have difficulty procuring social reinforcement from 
their environment. This calls into question the distinction 
between depression and conduct disorder. It seems that on a 
functional level there are similarities between the two 
disorders, but topographically the behaviors which describe 
them are, for the most part, distinct. Impaired social 
relations have been associated with a number of childhood 
psychopathologies (Campbell & Paulauskas, 1979; Lorber & 
Paterson, 1981). Therefore, it seems reasonable to assert 
that, on a functional basis, these disorders may be similar. 
For clinical and research progress, however, grouping 
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childhood disorders together on the basis of function may 
"muddy the waters". It is important to understand why 
children with different disorders present with various 
topographies. Our diagnostic classification system 
(DSM-III) is based on the topographies of the disorders 
because consensus was more readily achieved on topography 
than on function, especically given different theoretical 
orientations of the functions of behavior. Furthermore, 
research based on this system has progressed in our 
understanding of the different childhood psychopathologies. 
The present study also supports the notion that 
children are accurate in assessing others' reactions to 
them. Ratings of normal children's perceptions revealed 
that they felt others enjoyed playing with them, whereas 
ratings of depressed and conduct-disordered children's 
perceptions revealed that they felt less so. Similarly, 
Bierman and McCauley (1987) found that emotionally disturbed 
children reported significantly more negative peer 
interactions than nondisturbed children. It seems that 
depressed and conduct-disordered children are aware that 
their behavior in social situations is not well received by 
other children. 
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Self- and Parent-Report Measures 
Turning to the self- and parent-report measures, the 
present findings suggest that a combination of measures, 
namely the Child Depression Inventory-Child form, Child 
Depression Inventory-Parent form and the Child Behavior 
Checklist can discriminate among depressed, conduct -
disordered, and normal children. These findings are 
consistent with those of Romano and Nelson (1988) who found 
that these measures discriminated among inpatient depressed 
children, inpatient children with other psychopathology, and 
normal children. The present results show that children can 
validly report their depressive symptoms. On the 
parent-completed measures, both measures differentiated 
between depressed and normal children, but only the CBCL-D 
and CBCL-I successfully differentiated between the depressed 
and conduct disordered-children. One explanation is that 
the CDI-P addresses more of the internal states of 
depressive symptomatology, while the CBCL focuses on overt 
behaviors of the disorders. Parents are usually not privy 
to these internal states. These findings also suggest that 
parents of depressed children perceive their children as 
more psychologically disturbed than parents of 
conduct-disordered children, rating them higher on the 
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CBCL-I and as high on the CBCL-E than parents of 
conduct-disordered children. 
Although some of the parent-completed measures 
significantly differentiated between depressed and 
conduct-disordered children, there was some overlap in 
behaviors. The mean scores for the conduct-disordered group 
on the CBCL-D and the CBCL-I fell within the clinical range. 
This suggests that parents have difficulty discriminating 
their child's emotions even when children can accurately 
label their own emotions (cf. CDI-C). 
For the most part, children learn to identify their 
emotions from their parents' teachings (Skinner, 1957). 
Parents observe their child's behavior and then verbally 
label what they perceive to be the accompanying emotion. 
For example, a parent might say a child is feeling sad in 
the presence of a crying child. As a child grows, however, 
other significant people may help the child refine these 
labels. At the same time, parents are no longer their 
child's primary instructor. This might lead to parents' 
increasing difficulty in identifying their child's emotions, 
while the child maintains this skill. Differences in parent 
and child report of the child's symptomatology emphasize the 
problems in using only one source in the diagnosis of 
children. Most agree that multiple sources as well as 
clinical judgment should be employed. 
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Future Directions 
Certainly more research is warranted in order to more 
fully understand the social interactions of the depressed 
child. The intent of the present study was to determine 
whether social relations are impaired in childhood 
depression, as they are in adult depression, using 
Lewinsohn's and Coyne's models of depression as frameworks. 
Although specific behaviors that differentiated 
depressed children from normal children could not be 
identified, this study did show that the social relations of 
child depressives are impaired. Furthermore, this study 
showed that the impairment in social relations was not due 
solely to psychopathology. Differences in the social 
relations between types of childhood psychopathologies were 
found. 
It might be that this difference is based on the 
internalizing or externalizing nature of the 
psychopathology. In future research, the social relations 
of other types of internalizing and externalizing disorders 
need to be compared. Broadly classifying socially impaired 
children in this manner, rather than by specific disorders, 
might be more parsimonious in terms of treatments devised to 
improve their social interactions. 
Since confederates only viewed the first five minutes 
of subjects' play in the forced choice measure, future 
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research might extend this to include viewing the other play 
conditions. It might be interesting to see if peers' 
perceptions of depressed and conduct-disordered children's 
social competency changes if they are able to see them in 
more than one social context. 
A last point that should be considered is the 
correspondence between internalizing and neglected children 
and that between externalizing and rejected children. In 
future research, it might be more effective to assess this 
relationship using the methodology of Coie and Kupersmidt 
(1983) and Dodge (1,983). That is, to understand the 
development of group status and its relationship to 
internalizing or externalizing disorders, groups of 
unfamiliar children should be observed over a number of 
sessions. Multiple sessions may also be necessary in order 
to identify behavioral differences between the two groups, 
oreover, as Gurtman (1986) stresses, the evaluative 
dimension of rejection/ignoring must be differentiated from 
the behavioral reactions in these studies. That is, 
evaluative reactions such as liking or disliking someone may 
or may not lead to actual avoidance of that person. 
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Appendix A 
Table 1 
participant Description 
Depressed 
1 
2 
3 
4 
5 
6 
7 
a 
9 
Conduce 
Disordered 
1 
2 
3 
4 
5 
6 
7 
8 
9 
Homl 
1 
2 
3 
4 
J 
6 
7 
a 
9 
ia 
Age 
12  
9 
9 
11 
10 
1 1  
1 1  
10 
9 
11 
12 
9 
1 1  
10 
1 1  
9 
9 
10 
U 
10 
9 
10 
1 1  
11 
9 
11 
9 
9 
Csnder 
M 
H 
H 
r 
H 
M 
M 
M 
M 
M 
M 
H 
M 
M 
M 
M 
M 
F 
» 
H 
H 
N 
H 
H 
M 
M 
M 
M 
Diagnosis 
ADDMJ 
MOD6 
MOB 
HDD 
MDOd 
DO" 
DO 
HDD 
MOO 
CD 
CD 
CD. 
CD 
CD 
CD 
CD 
CD 
CD 
*F 
N 
N 
N 
N 
N 
H 
N 
N 
N 
solitary (A), free (!)„ competitive (C) 
edjustaent disorder wltb depreeeed aood 
•ejer depressive disorder 
dyetbyale disorder 
conduct disorder 
noraal. 
Order of Play 
Situations 
ABC 
BCA 
CAB 
ACB 
BAC 
•AC 
CAB 
BCA 
CBA 
CBA 
ABC 
ABC 
ACB 
BCA 
BCA 
CAB 
BAC 
CBA 
BCA 
BAC 
CAB 
BAC 
ACB 
BCA 
ACB 
CAB 
CBA 
CAB 
Table 2 
Subjecta' Raw Scoree on Che CDI-C? CDI-P? CBCL-D? CBCL-I? and CBCL 
Decreased CDI-C CDI-P CBCL-D CBCL-I CBCL-E 
I 10 12 75 72 76 
2 19 33 95 90 83 
3 13 16 81 77 68 
4 28 22 aa 81 83 
5 22 25 82 70 74 
6 21 14 69 71 64 
7 14 13 78 77 69 
8 17 25 80 79 65 
9 13 26 95 85 86 
Conduce 
Disordered 
t 17 30 75" 71 88 
2 14 18 69 71 86 
3 7 14 68 67 84 
4 9 19 95 80 77 
5 4 19 88 80 90 
6 4 7 71 65 65 
7 8 21 75 65 72 
8 4 15 62 68 76 
9 14 24 68 69 77 
Normal 
1 0 0 55 55 55 
2 0 0 55 55 55 
3 3 1 55 55 55 
4 3 0 55 55 55 
5 0 1 55 55 55 
6 1 0 55 56 57 
7 2 5 55 57 58 
8 0 0 55 55 55 
9 1 1 57 56 56 
10 3 2 58 56 56 
"child Depreaalon Inventory-Child (an 
bChlld Dapraaalon Inventory-Parent for* 
cChild Bahavlor Chackllat-Dapreaalon Scala 
dChild Bahavlor Chackllat-Internallslng Scala 
"child Behavior Chackllae-8xtarnallilng Scala 
Table 3 
Condition 
Solitary Play 
Free Play 
Competitive Play 
Behavior 
SP-AC. 
SP-Am 
SP-D 
SP-A 
SP-Am 
SP?D 
RP 
PPK 
CP 
c 
SI1 
SP-A 
SP-Am 
SP-D 
RP 
PP 
CP 
C 
S 
0 
snt for Individual Behaviors 
K3 ranee Tb range 
802 (642-1002) 972 (832-1002) 
752 (312-1002) 962 (882-1002) 
942 (892-1002) 972 (932-1002) 
742 (422-1002) 902 (812-1002) 
692 (542-1002) 962 (942-982) 
662 (412-922) 952 (902-982) 
892 
662 (312-1002) 912 (812-1002) 
842 (572-1002) 942 (792-1002) 
672 (462-1002) 912 (812-1002) 
732 (652-1002) 972 (962-1002) 
742 (482-1002) 962 (962-1002) 
822 (472-1002) 962 (872-1002) 
702 922 
982 
582 842 (792-902) 
922 (892-962) 
842 982 
662 (452-882) 982 (862-1002) 
722 (502-1002) 902 (532-1002) 
622 (162-872) 892 (832-98Z) 
562 902 
aKappa statistic 
^Traditional formula 
Solitary play-appropriate 
^Solitary play-aimless 
eSolltary play-disruptive 
^Rough play 
^Parallel play 
^Cooperative play 
^Conversation 
^Croup entry 
^Smiling 
1 
Observing 
69 
Tabla 4< 
for Group 
Sourca Ullk'a Uabdi £* 
Croup .049 10,42 14.71 .0001 
Tabla 4b 
Naana and Standard Savtaclana for Olagnaatlc Crouplnga 
Maaaura 
eni-c CDI-P cict-p cicL.r 
Orou£ m SB 
Dapraaaad 17.4 5.6 
Cooduet dlaordarad 9.0 4.9 
Noraal i.j 
H SO M SO M 3D M SO 
20.7 7.2 S2.6 1.7 70.0 6.7 74.2 a .3 
11.6 6.5 74.6 10. 3 70.7 3.7 79.4 • .2 
1.0 1.6 55.5 1.1 33.3 .7 33.7 1.1 
Tabla 5a 
Analysts of Varlanca cf CDI-Cfor Croups 
Sourca df Maan Squara 
Croup 
Error 
2 
25 
617.32 
i a . 5 7  
33.42 .0001 
Tabla Sb 
Nawaan-Kauls Posc-hoc Coaparlsons bacvaan Croups for COZ-C 
Noraal (1.30) 
Conduct dlaordarad (9.00) 
Saprassad (17.44) 
Noraal Conduce dlaordarad Daprassad Q.3Q) /9.00r tn.Li\ 
_____ * a 
a 
*p <. 05 
Tabla 6a 
Analyala of Varlanca of CDX-P for Croupa 
Sourca df Mean Suuara t £ 
Croup 2 1X23.3? 36.18 .0001 
Error 25 31.04 
Tabla 6b 
Nawaan-Kaula Poat-hoc Coaparlaona batvaan Croupa for CDZ-P 
Noraal Conduct dlaordarad Dapraaaad 
(1.00) (18.55) f20.66) 
Noraal (1. 00) * * 
Conduct dlaordarad (10 .55) n.a. 
Dapraaaad (20 .66) 
——-
*P<.05 
Tabla 7a 
Analyala of Varlaoca of CBCL-0 foe Gcoupa 
Sourca it Maan Sauara P £ 
Group 2 1852. 58 30.73 .0001 
Error 25 60. 27 
Tabla 7b 
Nawaaa-Kuala Poac-hoe Cotpaclaona batvaan Croupa for CBCL-B 
Normal Conduce dlaordarad Dapraaaad 
(iS.il m.Sil <82.Si) 
Noraal (35.5) * * 
Conduct dlaordarad (74.53) _____ • 
Dapraaaad (82.55) ____ 
•P<.05 
Table 8a 
Analysis of Variance of CBCL-I for Groupa 
Source d f Mean Square F £ 
Group 2 1261.08 50.81 .0001 
Error 25 24.82 
Table 8b 
Newaan-Keula Post-hoc Comparisons between Groupa for CBCL-I 
Noraal Conduct disordered Depressed 
(55.51 (70.66) (78.0) 
Noraal (55.5) * * 
Conduct disordered (70.66) * 
Depressed (78.0) 
*p <. 05 
Table 9a 
Analysis of Variance of CBCL-E for Groups 
Source df Mean Square F £ 
Croup 2 1496.91 34.09 .0001 
Error 25 43.91 
Table 9b 
Newman-Keula Post-hoc Comparison Between Groups for CBCL-E 
Normal Depressed Conduct disordered 
(55. 70) (74. 22) (79.44) 
Normal (55.70) * * 
Depressed (74.22) n.s. 
Conduct disordered (79.44) _____ 
*p <.05 
75 
Tabla 10 
Subjects' Raw Scoraa for Bacb Behavior* 
1 
Depressed Condition'' SP-AC SP-An d SP-D° HP* PP* CPh C1 0E1 sk 0l 
t A 100 0 0 0 0 0 0 0. 14 0 
a 0 2 0 0 2 90 40 0 37 I 
c 0 0 0 0 s 96 1 0 20 3 
2 A 89 1 14 0 0 0 0 0 0 0 
a 62 S IS 0 7 9 1 3 16 0 
c 0 0 0 0 0 100 7 0 14 0 
1 A as 11 0 0 0 0 0 0 0 0 
B SO 0 0 0 35 S 35 0 3 13 
c 0 0 0 0 0 100 0 0 9 0 
4 A 100 0 0 0 0 0 0 0 0 0 
B 0 0 0 0 54 30 1 1 S IS 
C 0 0 0 0 0 100 0 0 12 0 
S A 100 0 0 0 0 0 0 0 0 0 
B 9 0 0 0 0 69 9 1 14 20 
C 0 0 0 0 0 100 0 0 34 0 
6 A 81 1 11 0 0 0 0 0 0 0 
B 7 0 0 0 0 98 0 0 7 0 
C 0 0 0 0 0 100 3 0 1 0 
7 A 47 23 34 0 0 0 0 0 0 0 
H 0 0 1 10 75 1 21 1 0 3 
C 0 0 0 0 0 100 0 0 0 0 
a A 100 0 3 0 0 0 0 0 0 0 
a 0 1 0 1 0 85 0 0 1 s 
c 29 0 1 0 0 70 14 0 9 3 
9 A 76 1 0 0 0 0 0 0 0 0 
tt 0 0 1 3 0 67 0 0 30 23 
C 0 0 0 0 0 100 0 0 30 0 
Conduct 
Disordered 
1 A 0 1 0 0 0 0 0 0 0 0 
B 18 0 10 3 9 10 40 1 3 1 
C 0 0 0 0 0 100 3 0 11 0 
2 A 100 0 0 0 0 0. 0 0 0 0 
a 44 3 13 0 0 24 67 3 1 1 
c 0 0 0 0 0 100 0 0 16' 0 
3 A 98 11 3 0 0 0 0 0 0 0 
B 43 7 0 0 27 1 60 1 S 14 
C 0 0 0 0 0 100 0 0 32 0 
4 A 98 I 0 0 0 0 0 0 0 0 
B 0 0 0 0 0 100 3 0 1 0 
C 0 0 0 0 0 100 0 0 0 0 
5 A 66 16 24 0 0 0 0 0 0 0 
B 32 1 0 0 3 58 34 3 10 0 
C 16 1 9 0 0 S8 14 0 2S 0 
6 A 100 0 0 0 0 0 0 0 0 0 
a 12 0 0 0 9 62 25 0 7 3 
c 0 0 26 3 5 13 S9 0 38 13 
7 A 77 6 6 0 0 0 0 0 0 0 
B 25 0 18 6 10 SO 33 0 3 1 
C 8 0 1 0 0 96 0 0 17 . 0 
8 A 100 0 0 0 0 0 0 0 0 0 
B 1 0 20 I S3 25 1 0 0 0 
C 5 0 6S 0 0 27 41 0 20 0 
9 A 100 0 0 0 0 0 0 0 0 0 
B 46 0 0 0 31 25 S 3 1 S 
C 0 0 0 0 0 100 16 0 16 0 
Normal 
1 A 94 5 0 0 0 0 0 0 0 0 
B 0 0 0 0 0 92 37 0 0 0 
C 0 0 0 0 0 100 3 0 20 0 
2 A 100 0 0 0 0 0 0 0 0 0 
B 0 6 4 0 35 60 2 0 2 0 
C 0 0 0 0 0 100 3 0 12 0 
3 A 100 0 0 0 0 0 0 0 0 0 
B 44 0 0 0 0 63 17 0 1 0 
C 0 0 0 0 0 100 0 0 12 0 
4 A 98 1 0 0 0 0 0 0 4 0 
B 0 2 0 0 85 11 24 3 7 3 
C 0 0 0 0 0 100 0 0 6 0 
Table 10 (continued) 
Nornal Condielon SP-A ' SP-Aa SP-D RP pp CP c CK s 
5 A 94 a 1 0 0 0 0 0 0 
B 20 0 3 0 24 51 7 0 1 
C 0 0 0 0 0 100 0 0 20 
6 A as 10 0 0 0 0 0 0 0 
U i I 0 0 34 36 40 1 0 
c 0 0 0 0 0 100 0 0 0 
7 A 100 0 0 0 0 0 0 0 0 
a is t 11 1 IS 24 16 0 0 
c 0 0 0 0 0 100 0 0 0 
a A 60 l 0 0 0 0 0 0 0 
a 0 0 32 0 0 34 S 1 47 
c 0 0 0 0 0 78 0 0 25 
9 A 98 7 0 0 0 ' 0 0 0 0 
a a 0 3 0 0 87 S 1 12 
c 7 0 0 0 0 100 0 0 23 
10 A 100 0 0 0 0 0 0 0 0 
a 7 0 2a 12 0 4a 30 0 42 c 0 0 0 0 0 100 S 0 51 
"percent of IS-mc Intervals In which behavior waa obaervad 
bsolltary (A), free (B), competitive (C) 
'solitary play-appropriate 
aollcary play-alalesa 
solitary play-dlaruptlva 
rough play 
parallel play 
cooperative play 
converaatlon 
group entry 
aaillng 
observing 
0 
0 
0 
0 
0 
8 
0 
0 
s 
0 
0 
25 
21 
0 i 
0 
0 
s 
0 
Table 11 
Multivariate Analysis of Variance of Behaviors for Dlagnoaclc Croups x 
Orders x Conditions 
Source Plllai's Trace djf F £ 
A(group) .78 20,26 .84 .65 
B(order) 2.36 55,75 1.23 .20 
C(condltlon) 1.98 22,24 135.54 .0001 
A x B .30 10,12 .52 .84 
A x C 2.OS 44.56 1.34 .12 
B x C 4.08 110,200 1.25 .08 
A x B x C 5.61 220,231 1.09 .25 
78 
Table 12a 
Analysis of Variance of Solitary Play-Appropriate for Diagnostic Group x 
Order x Condition 
Source d_f Sum of Squares F £ 
A(group) 2 .22 .00 .99 
B (order) 5 338.24 .13 .98 
A x B 1 36.47 .07 .79 
S(A x B) 9 466.0 
C(condltlon) 2 1074462.76 134.18 .0001 
A x C 4 1024.74 .64 .64 
B x C 10 3025.73 .76 .66 
A x B x C 20 3369.30 .42 .97 
C x S (A x B) 21 8409.16 
Table 12b 
Nevuan-Keuls Post-hoc Comparisons between Conditions for Solitary Play-
Appropriate 
Competitive Free Solitary 
(2.32) (15.85) (87.35) 
Competitive (2.32) _____ * * 
Free (15.85) * 
Solitary (87.35) 
* p .05 
Table 13a 
Analysis of Variance of Solitary Play-Aimless for Diagnostic Groups x 
Orders x Conditions 
Source d_f Sum of Squares F £ 
A(group) 2 60.03 1.93 .20 
B(order) 5 113.17 1.45 .29 
A x B 1 6.64 .43 .53 
S(A x B) 9 140.IB 
C(condltlon) 2 201.72 9.99 .0009 
A x C 4 2.93 .07 .98 
B x C 10 101.97 1.01 .46 
A x B x C 20 367.90 1.82 .09 
C x  S (A X B) 21 211.98 
Table 13b 
Newman-Keuls Post-hoc Comparisons between Conditions for Solitary Play-
Aimless 
Competitive Free Solitary 
(.03) (1.03) (3.96) 
Competitive (.03) _____ n.a. * 
Free (1.03) ____ * 
Solitary (3.96) 
*p <.05 
Table 14 
> Analysis of Variance of Solitary Play-Disruptive for Diagnostic Groups x 
Orders x Conditions 
Source d_f Sum of Squares P £ 
A(group) 2 8.13 .07 .93 
B(order) 5 201.70 .66 .66 
A- x B 1 29.02 .47 .50 
S (A x B) 9 553.34 
C(condltiona) 2 67.28 .48 .62 
A x C 4 652.55 2.32 .09 
B x C 10 1349.65 1.95 .10 
A x B x C 20 2358.19 1.67 .12 
C x S(A x B) 21 1479.15 
Table 15 
Analysis of Variance of Rough Play for Olagnoaclc Croupa x Orders x 
Condlclpna 
Source df, Sum of Squares F £ 
A(group) 2 1.94 .24 .79 
B(order) 5 4.92 .24 .93 
A x B 1 .57 .14 .71 
S(A x B) 9 36.61 
C(condlclon) 2 21.61 1.90 .17 
A x C 4 1.54 .07 .99 
B x C 10 61.03 1.07 .42 
A x B x C 20 6.66 .06 1.00 
C x S(A x B) 21 119.38 
Tabla 16* 
Analyala of Varlanco of Parallal Flay (or Dlagaoatlc Croup • Ordar » 
Coadltloa 
Source it Sua of Soulrii r e 
A(croup) 2 2S7.79 1.25 .11 
B(ord«r) 5 412.24 .80 .57 
A * M 1 227.53 2.21 .17 
3(A x ft) 9 927.31 
C(condtdon) 2 5340.3b 30.71 .0001 
A U G  4 14.74 .04 .99 
II » C 10 2325.4b 2.68 .028 
A X U K C 20 6871.10 1.95 .001 
C X a (A x ft) 21 1824.66 
Tabla 16b 
Nauaaa-Kaula Poat-boc Coaparlaoaa batwaea Coodltlona for Parallal Play 
Solitary Coapetltlva Praa 
• (0.-0J Liili (18.14) 
Solitary (0.0) 
Coapacltlva (.15) 
Praa (18 .14)  
Tabla lie 
Nawaau-Kaula Poat-boa Coaparlaoaa of Parallal Play for drdara* i Coadltloaab 
Praa Play Coadltloa 
0, 1 °SOT °L °* °1 °4 <1.8) (lOfd) m.7»  ti o .o)  m .»>  m.t\ 
o, (1.1) 
0S (10.0) 
o ,  (11 .75)  
06 <20.0) 
0 2  (22 .23)  
0 4  (14 .6 )  
a.a. • 
a.a. * 
a.a. D.a. 
a.a. 
ordar of Coadltloaa 
°4 
c  
(0 .0 )  (0 .0 )  (23 T 2»  < l a x  M » . 4 1  
• *(0.0) a.a. a 
C(0.0) . * C(0.0) a 
• (23 .25)  » (14 .6)  
(0.0) <0.0) t20.nl 
*(0.0) _____ a.a. a 
C(0.0) a 
•(20.0) 
h 
*- aolltary play coadltloa 
8- fraa play coadltloa 
C- coapacltlva play coadltloa 
•p , >05 
V ABC °2" AC* 
°r SCA 
°4" •AC 
V CBA 
V CAB 
Table 16d 
Nawaan-Kaula Past-hoc Coaparlaon of rarallal Play (or tha Dlagaeatla Croupa* 
Ordara k Coadttloaa 
Dap 
(0.0) (0.0) (2.0) (3.S) (54,0) (55.0) 
0^(0.0) a.a. a.a. a.a. * • 
0S(0.0) a.a. a.a. * * 
0,(2.0) a.a. • * 
0,(3.1) * • 
O2(34.0) 
«•• •  
o6(ii.o) 
°2 °1 °5 °4 
(0.0) (4.0) (10.0) (I3.S) (20.0)' (53.0) 
Oj(O.O) 
0,(0.0) 
o6(io.o) 
0,(13.5) 
a.a. a.a. 
a.a. 
&.«• 
R.I. 
B.li  
n.i i  
Q.«. 
* 
* 
* 
« 
0S(20.0) 
0^(53.0) 
°, 0, 0, 0, 0, o4 
ULfll to.o> M9.51 m.01 ita. o> 
0,(0.0) a.a. a.*. a.a. a.a. 
0,(0.0) ^_ a.a. a.a. a.a. 
06(0.0) a.a. a.a. 
02(1».J) a.a. 
0,04.0) 
0̂ (40.0) 
>tn flay Condition 
Cl°l °2°1 °3°1 C.O. 0,0. C.O, 
(1.0) <».»» (14.0) (0?0* {l|J, (»4*0, 
0,0,(2.0) a.a. * 0202(0.0) __ a.a. * 
CjQ,(13.S) a.a. 0,02(t».)) a 
0,0,(34.0) C,0g(S4.Q) 
°1°4 C2°4 C3°4 
(0.0) (53.0) <60.01 
0,0^(0.0) . 
C204(S3.0) 
0,0̂ (60.0) 
°3°4 C2°6 °l°* 
(0.0) (10.0) (33.0) 
C3°* 
°2°* 
V* 
(0.0) . 
(10.0) 
(SS.O) 
Tatli lid (contlnuad) 
Ordar of Condltloaa 
Dapraaaad 
A 
A(0.0) 
C(O.O) 
UOt.U) 
(QC°) 
B 
m.Ol 
c 
C") (»'°l 
A(0.0) . 
C(O.O) 
Kii.o) 
Conduct Dlaordarad 
0. 
ibISL. 
C I 
(o.oi m.oi 
A(O.O) 
C(O.O) 
UO1.0) 
Noraala 
A C 
<""> too* 
A(O.O) 
C(Q.O) 
11(34.0) 
• O'rO) 
A 
(0.01 
A(O.O) 
C(O.O) 
»(U.0> 
C 
(0 .01 
.OS 
•c,- Dapr 
Cj- Cond 
A- aolltary play eondltloa 
I- Iraa play caaditloa 
C- eaapatitlva play caaditloa 
"0,-A«C 
Oj- HCA 
0^- SAC 
Oj- CIA 
O^-CAS 
Tabla 17a 
Aoalyala of Varlaaca of Coopacaclva Hay for Olataoatle' Croup* s Ordara a 
Coadlttoaa 
Soorca djf Sua of Sauaraa » £ 
A(|roup) 2 ••7. 26 2 .64 .12 
ft(ordar) 5 565. 32 .67 .65 
A a ft 1 269a 56 i! .60 .21 
S(A a •) 9 1511. >2 
C(coadltloa) 2 100501. 05 179. 69 .0001 
A a a 4 1247. 19 1. 11 .17 
ft x C 10 49S4. 95 1. 77 .12 
A a ft a C 20 14514. IS 2i .61 .017 
C * S(A * I) 21 5(172. 51 
Tabla 17b 
-hoc Coa 
Solitary Fraa Coapacltlv* 
">-P> (47.25) (90.to 
Solitary (0.0) • • 
Fraa (+7.25) • 
Coapacltlva(90.64) _ 
Tabla 17s 
Nawaaa-Kuala roat-hoe Coaaarlaoaa at Cooparatlva {lay for tba Dlataoatlc 
Croup* a Ordara a Coadlcloaa 
0,(3.0) 
02()0.0) 
0,(47.0) 
Oj(47.0) 
04(M.l) 
0l(»0.0) 
» • < »  < » • • »  
"J 
J±L°1-
$ "4 "i (81.5) (90.0) 
a.a. 
a.a. a.a. 
a.a. 
a 
a.a. 
a.a. 
a 
a.a* 
a.a. 
a.a. 
0,(12.5) 
0,(21.5) 
°4(2S.0) 
0,(50.0) 
0,(40.0) 
0j(100.0) 
"I 
('»!») 
5 
(»T>) (25.0) (50.0) 
"J 2 
(60.0) (100.0) 
»•«! 
Kit* 
l.ti 
»*•• 
R.t* * 
Tibli t7c (continued) 
Miult la Fraa Play CoadlClOB 
°4 °l °2 °4 °S °1 
f»») <".Q) P'.S) (*»T») <"• 0> "> 
0^(35.5) __ B.a. B.a. B.a. a 
0|<16.0) __ B.a. B.a. » 
02(37.5) B.a. * 
0^(48.1) B.a. 
0,(87.0) 
0}(92.0) 
fraa Hay Condition 
C2°I °3°l V» Cl°3 ca°J CJ°J 
<12.31 (36.0) (90.0) <47.01 <60.0) ( 9 2 . 0 )  
°2°»(,2,S> * 0,0.(47.0) n.a. » 
CjOjOb.O) » 0.0,(60.0) a.a. 
CjOj^O.O) 0j0j(92.0) 
C»°2 C3°2 C2°2 C2°* °3°4 Cl°4 
<30.01 (37.5) <100.0) 
CJOJDO.O) B.a. • C204(2S.0) B.a. • 
0,0,(17.M * OjO^OS.J) * 
CJOJUOO.O) a|o4«].s) 
"2UJ uluJ U3US 
m.i) <1,7.0) <87.0) 
CjOjOl.i) • » 
C|0j(67.0) __ B.a. 
Cj0j(87.0) 
«j«4 
M.O) <48.3) <50.0) 
OjOJO.O) • • 
GjO((4«.3) B.a. 
c2o4(jo.o) 
A<0.0) 
8(90.0) 
C(»6.0) 
(o.o) ('o.o> %t̂ oi 
*(0.0) 
8(30.0) 
C(100.0) 
* 8 C 
<0.0) <30.01 
A(0.0) 
8(47.0) 
C(85.0) 
A 8 C 
<0,0) <*7.01 <85.01 
a > e 
(0.0) <83.01 < I 0 n.nl 
A(0.0) 
8(83.0) 
C(IOO.O) 
Table 17c (continued) 
(oto> (1.0) (IOO.O) 
A(0.0) 
• O.O)  
C(IOO.O) 
Conduct disordered 
A t C  (0.0) (12.5) (100.0) 
A(O.O) 
11(11.5) 
C(IQO.O) 
A > C (0.0) (100.0) (100.0) 
A(O.O) 
•(100.0) 
C(IOO.O) 
A(O.O) 
C(IJ.O) 
1(60.0) 
A C 1 
(0.0) (15.0) (60.0) 
* 
a.a. 
(0*0) (21?S) (100.0 
A(O.O) 
C(2l.S) 
1(100.0) 
10%) (*<M) m P) 
A(O.O) 
1(50.0) 
C(9i.0) 
• .a. 
Morula 
(0%m'«,0M1Wt9> 
A(O.O) 
1 ( 1 6 .0 )  
C(IOO.O) 
A(O.O) 
1(37.0) 
C(IOO.O) 
A M ° )  
a.a. • 
A(O.O) 
1(82.0) 
C(IOO.O) 
A I C 
(0.0) (92.0) (100.0) CM) 
I c (31.0) (100.0) 
A(O.O) 
K15.0) 
C(IOO.O) 
A(O.O) 
*(•7.0) 
C(IOO.O) 
A > C 
(0.0) (87.0) (100.0) 
A(O.O) 
i(«.o) 
C(IOO.O) 
(ofo) (41.0) (92.0) 
* * _ » 
»p<.0i 
°l" #•»*••••< bOj-AIC eA- eollcary play coadltloa 
C,- Caaduct dlaordarad 0.-AC1 *" coadtcloa 
.  . . .  2  C -  c a a a a c l c l v e  d i « <  
0,-lCA 
O^-IAC 
Oj-CIA 
«4-ca» 
- p tlva play condition 
Table lla 
Analyst* of Varlaaea of Coavaraacloa far Dlagaoatlc Croupa I Ordara i 
Caadltlaaa 
Sourea it. Sub at Sauaraa J £ 
A(group) 2 239.22 2.42 .12 
k(erdar) 5 320.40 1.29 .34 
A a 1 1 26.34 .34 .48 
S(A a •) 9 443.78 
C(caadltloa) 2 5433.03 27.11 .0001 
A a C 4 834.83 2.13 .11 
* * C 10 4721.32 4.49 .001 
A s t X C 20 3237.03 1.41 .14 
C * S(A * 1) 21 2113.03 
Tabla 18b 
it-boc Coaparlaona bacwaan Caadlttaaa far Caavareatloa 
Caapaclclva fraa 
J32jl£11 
Solitary 
Caapaclclva 
Vraa 
(0.0) 
(4.03) 
(20.44) 
Tabla Ite 
Mawaaa-Kuala Poac-bac Coaparlaoaa af Coavaraacloa far Ordara* * Coadltlaaab 
0,(4.73) 
o4(?.J) 
0,(12.3) 
Oj(23.4) 
06(23.S) 
Vraa May Caadltloa 
"2 "4 
»•»>  
3 
Jiliii. 
"3 
<»•«> 
"4 
-11ML 
a.a. 
a.a. 
a.a. a.a. 
a.a. a.a. 
a.a. a.a. 
a.a. 
211 
caapaclclva flay Coadltlea 
Oj(O.O) 
0,(.23) 
«4(.»3) 
Oj(4.»5) 
04(».4> 
Oj(U.A) 
"2 
(0.P) 
W1 
( i ? H  mm f+,y»' fM> inai 
a.B. »«•* 
«#•« B»l« 
_ B.»« 
* 
« 
a.a. 
Tabla Ke (contlauad) 
Ordar of Conditions 
°2 °3 
A B C  A  I  C  
(0 .01  < .» )  (M.7S)  (0 .0 )  ( !» .<)  123 .0  
A(0.0) a.a. • A(0.0) ___ • * 
*(.25) • •(!*.«) a.a. 
C(51.75) C(23.«) 
fO.O) <.811 t23.S\ 
A(0.0) a.a. * 
>(•83) ___ » 
C(23.S) 
*p <.05 
'OJ-AIC BA- aolitary play coaditioa 
g ..c, I- fros play coaditioa 
2 c- coBpatltiv* play coaditioa 
OJ-ICA 
O^-IAC 
OJ-C»A 
O4-CA» 
90 
Table 19a 
Analysis of Variance of Group Entry for Diagnostic Groups x Orders x 
Conditions 
Source d_f Sua of Squares P £ 
A(group) 2 2.70 1.97 .19 
B(order) 5 3.12 .91 .51 
•A x B 1 1.40 2.04 .18 
S(A x B) 9 6.17 
C(condltlon) 2 8.23 6.66 .005 
A x C 4 .34 . 14 .96 
B x C 10 1.61 .26 .98 
A x B x C 20 6.07 .49 .94 
C x S(A x B) 21 12.9?' 
Table 19b 
Newman-Kuels Post-hoc Comparisons between Conditions for Group Entry 
Competitive 
Sollcary 
Pree 
Competitive Solitary Free 
( 0 . 0 )  ( 0 . 0 )  ( . 8 2 )  
(0.0) _____ n.s. * 
( 0 . 0 )  *  
( . 8 2 )  
*p <.05 
i 
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Table 20a 
Analysis of Variance of Stalling for Diagnostic Croups x Orders x Conditions 
Source djf Sua of Squares £ £ 
A(group) 2 20.10 .05 .95 
fi(order) S 631.10 .63 .68 
A x fl 1 203.62 1.01 .34 
S(A x B) 9 1813.33 
C(condition) 2 3903.95 16.10 .0001 
A* x C 4 280.23 .58 .68 
B x C 10 1161.26 .96 .50 
A x a x c 20 3480.61 1.43 .20 
C x S (A x B) 21 2546.83 
Table 20b 
Nevman-Kuels Post-hoc Comparisons between Conditions for Sailing 
Solitary Free Competitive 
(.64) (9.14) (20.10) 
Solitary (>64) ___ * * 
Free (9.14) * 
Competitive (20.10) 
*p <. 05 
Table 21a 
Analysis of Variance of Obaervtng for Diagnostic Croups x Orders x Conditions 
Source - d_f Sun of Squares P £ 
A(group) 2 87.01 1.77 .22 
B(order) 5 158.79 1.29 .34 
A x B 1 8.29 .34 .57 
S.(A x B) 9 220.87 
C(condltlona) 2 386.26 4.56 .022 
A x C 4 187.37 1.11 .37 
B x C 10 133.14 .31 .96 
A x B x C 20 327.48 .39 .98 
*C x S(A x B) 21 
Table 21b 
Newaan-Kuela Post-hoc Comparisons between Conditions for Observing 
Solitary Coapetltve Free 
(0.0) (1.42) (5.42) 
Solitary (0.0) _____ n.a. * 
Competitive (1.42) ___ * 
Free (5.42) 
*p <.05 
Table 22a 
Analysis of Variance of che Pleasant/Unpleasant Measure for Croups 
Source d± Mean Sauares F £ 
Croup 2 3.20 20.69 .001 
Error 25 .15 
Table 22b 
Newfflan-Keuls Post-hoc Comparisons between Croups for the Pleasant/Unpleasant 
Measure 
Conduct disordered Depressed Horaal 
<1.901 (2. 59) (3.06) 
* * 
* 
Conduct disordered (1.90) 
Depressed (2.59) 
Normal (3.06) 
*p<T.05 
9k 
Tabic 23s 
Analysia of Variance of Social Coapetency Ratings for Croups 
Sourco it, Maan Squares F £ 
Croup 2 17.40 18.05 <0001 
Error 25 >96 
Table 23b 
Newaan-Keuls Post-hoc Comparisons between Croups for Social Coapetency Racings 
Conduct disordered Depressed Noraal (2.BO) <3.831 (5.551 
Conduct dieordsred(2.88) ______ • * 
Depressed (3.83) _____ * 
Noraal (5.55) 
Table 23c 
Chl-Square of Forced Choice Ratings for Croups 
Croup 
Morasl Disordered 
Observed Frequency 16* 2* 
Expected Frequency 9 9 
*P<T.05 
Table 24a 
Analysis of Variance of Subjects' Perception Ratings for Groups 
Source df Mean Souare F £ 
Croup 2 3.04 9.00 .001 
Error 25 .33 
Table 24b 
Newnan-Kuels Post-hoc Comparison between Croups for Subjects' Perception 
Ratings 
Depressed Conduct disordered Noraal 
(2.38) (2. 77) (3. 55) 
Depressed (2.38) ____ n.s. * 
Conduct dlaordered(2.77) ____ * 
Normal (3.55) __ 
Table 24c 
Analysis of Variance of Stressor Ratings for Croups 
Source d_f Mean Souare 
Croup 2 .04 .02 .98 
Error 25 2.53 
*p^05 
APPENDEX 3 
THE UNIVERSITY OF NORTH CAROLINA 
AT GREENSBORO 
Defmrimtnl of Piychology 
January, 1988'' 
Dear 
I am writing to request your assistance In obtaining subjects for my dissertation 
research project. The study has been approved by the UWC-G Psychology Department 
Human Subjects Committee, acting in behalf of UNC-C's Institutional Review Board. 
I need children, boys and girls( between 9 and 12 years old who reside with at least 
one parent or legal guardian. I aa Interested in children who are shy, anxious, and 
withdrawn or who are disruptive, non-compliant, and acting-out. 
The study involves two sessions to be held in UNC-C's Psychology Department. 
The purpose of the study is to examine the peer interactions of the withdrawn child 
and the acting-out child. The first session Involves the child and his/her parent 
to be interviewed separately. They will also be asked to complete some questionnaires. 
If the child meets certain criteria, he/she will be asked to participate in the second 
session. This session involves the child participating in different play situations 
with other children. 
This study does not involve psychological treatment. It is an assessment study * 
investigating the peer interactions of different types of children in various play 
situations. The information obtained from this study regarding your client (patient) 
will be made available to you. The children will receive a small gift as a token 
of my appreciation for their participation in the study. 
If you would agree to arrange for your clients (patients) to participate in this 
study, I would be most grateful. I have enclosed an information sheet for the 
parents. In addition, I have enclosed a consent form to be signed by the child's 
parent allowing me to contact them. Simply return these consent forms to me 
(address labels are enclosed), and I trill make further contact with the parent. 
If you have any questions, please call me at 334-5013 or 334-5662. Thank you 
for your time. 
96 
Sincerely, 
Barbara A. Romano 
THE imivtumr or KOHTH CABOLMA * MM M k HiU Cnha 
Consent torn 
I « allow Barbara Romano to contact 
ma to fucthac explain the Childhood Interactlona Research Project. Thla call will 
ba kept confidential. Consenting to be contacted does not mean I aa agreeing to 
my or ay child'a participation In thla atudy. 
i I _________________ ___ 
signature of parent witness data 
phona nmbar of parent 
98 
Parent Information for UNC-C Peer Interaction Study 
1. This study is being conducted by Barbara A. Romano, M.A. under the supervision 
of Rosemery 0, Nelson, Ph.D., with the approval of the UNC-G Psychology Department. 
2. If you are willing to participate and agree to allow your child to participate 
in this study: 
a. you will be asked to do the following: 
1). sign a consent form agreeing to complete two questionnaires and to participate 
In an interview which takes approximately 30-45 minutes. 
b. your child will be asked to do the following: 
1). sign a consent form agreeing to complete one questionnaire and to participate 
in an interview which takes approximately 45-60 minutes. 
3. If your child is eligible to be in the next part of the study, he/she will be 
invited back to participate in one experimental session about 45 minutes long. 
Your child will be in different play situations with two other children. 
4. After your child participates In these play situations, he/she will be asked a 
few additional brief questions. 
To thank your child for his/her participation in this study, he/she will receive a 
small gift. If you and your child would like to participate in this study or have 
any additional questions, please call Barbara Romano at 334-5013. After 5 p.m., 
t 
please call 334-5662 and leave your name and phone number on the answering 
machine. Your call will be returned promptly. 
APPENDIX C 
Consent Fora -Parent 
X parent lor xuardiani 
of agree to participate In and to have «y 
child participate In the Childhood Interactions Kasearch Project being conducted 
at (JftC-U by Barbara 4. fioaano, M.A. under the supervision of Boseaery 0. Nel sou, Ph. 
I understand tliat this la a research project investigating the nature of 
children's peer Interactions. This project doea not Involve psychological 
treataent. taring the first part of this project, I understand that ay child 
and I will be Interviewed and asked to fill out queetloiuiairea. This Interview 
will be audlotaped and used for rating presence or absence of specific 
behaviors by trained project personnel. I understand that ay child will receive 
a aaall gift sucii as a coupon for MacDonald's Trench fries for participating 
in this part of the project. In addition. Z understand that ay child aigtot 
be asked to participate In the next part of this project. It has been 
explained to ae that In thla part of the project ay child will be videotaped 
In different play situations. This will be dons In order to provide a record 
of ay child's behavior In these situations. These videotapes will be later 
viewed by trained project personnel to code ay child's Interactive behaviora. 
I understand tiiat ay child will receive a gift of up to $2 in value for 
participating in this part of the project. I understand that no information 
witlch could identify ay child or ayaelf will ever be aade public and will 
be restricted to project personnel and ay child's eahool psychologist, f 
counselor, end/or therapist, Therefore, I give ay consent for ay cnild 
snd ae to participate in this study with the understanding that we aay withdraw 
at any tlue. furthermore, to decline participation or to withdraw ay consent will 
in no way Influence ay child's being in treataent with other professionals. 
signature of iiarent witness date 
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Confederate Consent Form- Parent 
I . parent (or guardian) of 
________________________ agree to have my child participate In the Childhood 
Interactions Research Project being conducted at UNC-G by Barbara A. Romano, M.A. 
under the supervision of Rosemery 0. Nelson, Ph.D. I understand that this is a research 
project Investigating the nature of, children's peer interactions. This project does 
not Involve psychological treatment. I understand that my child will be asked to Interact 
with other children In play situations and then asked questions regarding those Interactions. 
It has been explained to me that my child will be videotaped in these different play 
situations. I understand that this will be done In order to provide a record of these 
Interactions. These videotapes will be later viewed by trained project personnel to 
code these interactions. I understand that no Information which could identify my 
child will ever be made public and will be restricted to project personnel. I 
understand that my child will be asked to participate in these interactions three 
different times and will receive a gift of up to $2 In value for participating each 
of these times. Therefore, 1 give my consent for my child to participate In this 
study with the understanding that he/she or I may withdraw at any time. 
signature of parent witness date 
APPENDIX D 
Child Consent Fan 
The project that I'm working on is in two parts. In Part I;I'll be 
asking you sons questions about yourself, your faally, your friends, and 
school. To thank you for your participation in Part I, you'll receive a 
small gift like a coupon for MacDonald's french fries. 
I may ask you to cone back to participate in Part II. During this pare of the 
project you'll neat BOBa other children. At tloes you'll either be by yourself 
In a rooo with toys, with these other children in a roon with toya, or in a 
rooa with these other children playing a game. To thank you for participating 
In Part II, you'll receive a gift worth up to $2. 
One of your parents has agreed to allow you to participate if you would like 
to. I know it nay be hard for you to know if you wane to work on this project 
wich ae, since you nay not have done this before. Even if you say yes, and ' 
then you decide you don't like it, you can atop at any tine. Mould you like 
to work on this project with me? 
I agree to work on this project. 
signature of child witness date 
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Confederate Consent Form- Child 
During this project you'll meet some other, children. At times you'll 
either be with these other children in a room with toys or in a room playing 
a game. When this part of the project has ended, I'll be asking you some 
questions about whether or not you liked playing with these other children. 
No one will learn about your answers that you tell me. I'll be asking you 
to come here three different times. To thank you for your participation, you'll 
receive a gift worth $2 each time you come here. One of your parents has agreed 
to allow you to participate if you would like. I know it may be hard for you 
to. know if you want to work on this project with me, since you may not 
have done this before. Even if you say yes, and then you decide you don't 
like it, you can stop at any time. Would you like to work on this project 
with me? 
I agree to work on this project. 
child's signature witness date 
INTERVIEW 
CHILD ASSESSMENT SCHEDULE (CAS) 
Copyright c 1985 by Kay Hodges 
PLEASE NOTE: 
Copyrighted materials in this document have 
not been filmed at the request of the author. 
They are available for consultation, however, 
in the author's university library. 
These consist of pages: 
104-140, Child Assessment Schedule (CAS) 
142-175, Parent Form (P-CAS) 
176-178, Children's Depression Inventory 
179-181, Parent's Version Child Depression Inventory 
PARENT FORM (P-CAS) 
CHILD ASSESSMENT SCHEDULE 
Copyright (c) 1985 by Kay Hodges 
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APFENDEX I 
CHILD BEHAVIOR CHECKLIST FOR AGES 4-16 For own i IO« 
CHtLOt 
• QUI AOS RACC 
FATHER'S 
YVPCOFMMM* 
MOTHER'S 
TODAY* DATE 
U& rtef Yf 
CHILD'S BIHTHDATE 
Un M n*f Vr 
THIS FOAM FIltEO OUT BY: 
• MOUNT 
• Falltor 
• Olhar (Spacer 
ORAOfi IN SCHOOL 
PARENTS TYPE Of WORK (PIUM WOHc-tv tump*: auto mxMs*:, (KB* 
letod imcnm. ftomawfcf, tatxnr. Itum qpa/iWr. thot mwh turnt Mfl'ttlMMMIMMIIcMt 
PIMM Nil UM (port* your sMM uml UkM 
la laka pari In. For axampla: iwlmmlng, 
baMball, akallng, akala boarding, blko 
riding. Halting, ale. 
• Nona 
b. 
a 
Compared la other ehlldnn el Uw 
urn aga. about how much limn 
doaa hafaha apand In aaeht 
Owl 
• 
• 
• 
Compared lo olhat chUdran si tho 
•ama aga, how wall doo* hafiha do 
«ach onal 
lai 
Than 
Amu 
Atwegi 
u
! 
Don't 
J
! 
Atwaga Abo. Attn 
• • • • • • • 
• • • • • • • 
• • • • • • • 
II. PlaiH lid your child** Inorlla Itobbla*, 
aclMllaa, and game*, other than apart*. 
For a«amplK (lamp*, doll*, book*, piano, 
oafla, alnglng, ale. (Do not Includa T.V4 
• Nana 
Compared to olhar ehUdron ol Iha 
um ago, about how much Um* 
doo* holoh* apand In aachT 
DW1 
• 
• 
• 
Compared lo other chlMran ol Ida 
•am* ago, how wall doo* Italdia do 
aach ona? II
I 
Anaraga 
il
l 
Oani 
KMW 
••law Amiga Atain AM* Ann 
• • • • • • • 
O. • O O • • • 
• • O • • • • 
III. PIOOM H*T *ny orgtnliallon*, club*, 
IMOM, or group* your child belong* la. 
• Nona 
a 
b. 
a. 
Coniparad la olhar chlMran ol Uw 
•MM ago, how ocUn I* htteh* In 
aach? 
• 
• 
• 
• 
• 
• 
• • 
• • 
• • 
IV. PIOOM Hal any Joba or choraa your child 
IIM. For aiampta: papar roula, babyillllng, 
making bad, ale. 
O Nana 
Compared lo athar children ol iha 
*ama ago, how wall do 
cany Iham oulf 
Oaart Maw «___ 
Kaaw Anaga 
• • • • 
• • • • 
• • • • 
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V. 1. About how many OIOM litanda doaa four child ban? • Nono D 1 D 2 Of 3 D 4 or mora 
2. About how many tlmat a waak doaa your child do Uringt «rith IhamT G !•» than 1 D 1 or 2 O 3 or mora 
VI. Compared to alitor chlldran ol hla/her aga, haw wall doaa your child: 
Woraa i kboulthaaam I Batlar 
a. Oat along wllh hlafhar brolhara 1 slalara? a G • 
b. Oat along with olhar chlldran? a a a 
c. Bahava with higher paranlaT • G a 
d. Play and work by hlmaalUharaall? G G G 
VII, 1. Currant achool pattormanca—lar ehlldtan agad • and oklan 
QOoao not go to achool Falling Batowanrago Aiarago Abovoavi 
e. Raadlng or Engllih G • G G 
b. Writing G G G G 
c. Artllunatlc or Math G a a G 
d. 8palllng • a a • 
Olhar acadamlo auh. a. G G G • 
(acta—lor aiampia: hla-
lot*, aclanca. Ionian I. • a G a 
Unguag*. gaography. 
0- • a a a 
2. la your ohlld In a apaclat elaut 
• No • Vaa—what kind? 
3. Haa your child avarrapaalad a gradaf 
• No • Vaa—grada and raaaon 
4. Maa your child had any acadamla or olhar proMama In achoatt 
G No G Vaa—plaata daacrtba 
Whan did lhaaa proMama atartt 
Haw lltaaa proMama andad» 
• No • VM-Whm? 
Mil 
18J* 
VUL Below is • tin ol Item* that describe children. For each Ham that deacrtbea your child now or within the past • months, pleas* cWckj 
the 2 It ths Horn Is my trua or often Irua ol your child. Clrcla tha 1 II the Item la eomewtMlcr sometimes bueol your cnlld. II the Itsm 
Is not tn» of your child, circle the a Please answer all Items ea well as you can, even II eotne do not seem to apply to your child. 
0 • NotTtue(aslsrssyouknow) 1 • 8oinswhator8flmallmoeTnie 2 m Vary True or Oltsn True 
0 1 2 1. Acts too young lor his/her age 16 0 1 2 31. Fears ha/aha might think or do something 
0 1 2 2. Allaroy (daaerlhat: bad 
0 1 2 32. Feela ha/aha has to be perfect 
0 1 2 33. Feels or complains that no ons lovas him/her 
0 1 2 3. Arguas a lot 
0 1 2 4. Asthma 0 1 2 34. Feels othsrs ara out to gat him/her 
0 1 2 35. Faals worthless or Interior 50 
0 1 2 S. 
e. 
Bshavas Ilka opposite sax 20 38. Gela hurt a lot, accldant-prona 0 1 2 Bowel movamanta outside toilet 0 1 2 
0 1 2 37. Gels In many lights 
0 1 2 7. Bragging, boasting o 1 2 38. Geta leesed a lot 0 1 2 8. Can't concentrate, can't pay attention tor long 0 i 2 39. Hengs around with chlldreo who gat In 
0 1 2 0. Can't gal his/her mind oil certain thoughts; trouble 
obaaaalnna iriaicrlhal- 0 1 2 4a Hears thlnga that aren't there (describe): 
0 1 2 10. Can't sit still, restless, or hyperactive 25 55 
1 Clings to adulta or too dependant 0 1 2 41. 
Impulsive or acta without thinking 0 2 It. 
0 1 2 12. Complains ol loneliness 0 1 2 42. likea to be alone 
0 1 2 43. Lying or cheating 
0 1 2 11 Contused or seems to be In e log 
0 1 2 14. Cries a lot 0 1 2 44. Bltea fingernails 
0 1 2 45. Nervous, hlgustrung, or tens* 80 
0 1 2 15. Cruel to animals 30 
0 1 2 IB. Cruelly, bullying, or meanness lo others 0 1 2 48. Nervous movements or twitching (dascribe): 
0 1 2 17. Dey4reams or gala lost In his/her thoughts 
0 1 2 18. Deliberately harms sail or attempts aulclda 0 1 2 47. Nightmares 
0 1 2 19. Demands a lot ol attention 0 1 2 48. Not llkad by other children 
0 1 2 20. Destroys his/her own things 35 0 1 2 49. Constipated, doesn't mow bowels 
0 1 2 21. Deatrays things belonging lo his/her family 0 1 2 50. Too fearful or anxious 65 
or olhar children 0 1 2 51. Feels dizzy 
0 1 2 22. Disobedient at home 
0 1 2 5Z Feels too guilty 
0 1 2 23. Disobedient at school 0 1 2 53. Overeating 
0 1 2 24. Ooesn't sal wall 
• 1 2 54. Overtired 
0 t 2 25. Ooesn't get along with other children 40 0 1 2 55. Overweight 70 
0 1 2 20. Doesn't seem lo leel oulllv altar mlsbahavlno 
Physical problems without known medical 58. 
0 1 2 27. Easily Jeaioua cauae: 
0 1 2 28. Eala or drinka thlnga that are not lood 0 1 2 a. Achaa or pal as 
0 
0 
1 
1 
2 
2 
b. Headachee 
c. Nsussa, laela sick 
0 1 2 d. Problems with eyes (describe): 
0 •t 2 29. Fears certain animate, situations, or placaa, 0 1 2 e. Raahea or olhar akin problems 75 
olhar than aehnol /riaicrih*!- 0 1 2 1. Stomachaches or cramps 
0 1 2 g. Vomiting, throwing up . 
0 1 2 h. niharfrU.KrttMf 
0 1 2 30. Fsars going lo school 45 
Plaass aaa olhar aid* 
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0 m Not Trus(ss (ir ss you know) 1 • Somewhat orSometimee True 2 • VsiyTroeorOllsnTrua 
0 1 2 
0 1 2 
0 t 2 
0 1 2 
0 1 2 
0 1 2 
1 2 
1 2 
0* 1 2 
0 t 2 
0 1 2 
0 1 2 
0 12 
0 1 2 
0 1 2 
0 1 2 
0 12 
0 1 2 
0 12 
0 1 2 
0 12 
0 12 
0 12 
0 12 
0 1 2 
57.Phyaically attacks people 
58, Picks nose, skin, or othar parta ol body 
(describe): _______________ 
60 
59. Playa wllh own sex parts In public 
60. Plays with own aex parta too much 
61. Poor school work 
62. Poorly coordinated or clumay 
16 
0 1 3 63. Prefer# playing wllh older children 20 
0 1 2 64. Praters playing wllh younger children 
65. Refusea to talk 
66. Repeata certain acts over and over; 
compulsions (describe): 
67. 
66. 
70. 
71. 
72. 
Runa away from home 
Screams a lot 29 
Secretive, keeps things to sell 
Sees things that aren't there (describe): 
Self-conscious or easily embarrassed 
Sets tires 
73. 8exual problema (deacrlbe): 
30 
74. Showing ott or clowning 
75. 
76. 
77. 
78. 
70. 
Shy or timid 
Sleeps lass than most children 
Sleeps more than most children during day 
and/or night (deacrlbe): __________ 
Smears or playa with bowel movements 35 
Speech problem (describe): _________ 
60. Staree blankly 
61. 
82. 
63. 
Steals at home 
Steals oulalde the home 
Stores up things tie/she doesn't need 
(describe): 
40 
0 1 2 84. Strange behavior (deacrlbe): 
0 1 2 85. Strange Ideas (describe): 
0 1 2 86. Stubborn, sullen, or Irritable 
0 1 2 87. Sudden chsng«» In mood or feelings 
0 1 2 68. Sulks a lot 45 
0 1 2 60. Suspicious 
0 1 2 80. Swearing or obscene language 
0 1 2 91. Talka about killing self 
0 1 2 92. Talks or walke In sleep (describe): 
0 1 2 93. Telks loo much 50 
0 1 2 94. Teaaea a lot 
0 1 2 95. Temper tantrums or hot temper 
0 1 2 90. Thinks about aex loo much 
0 1 2 07. Threatens people 
0 1 2 98. Thumb-sucking 55 
0 1 2 99. Too concerned with neatness or cleanliness 
0 1 2 100. Trouble sleeping (describe): 
0 1 2 101. Truancy, aklpa school 
0 1 2 102. Underactive, alow moving, or lacks energy 
0 1 2 103. Unhappy, sad, or depressed 60 
0 1 2 104. Unusually loud 
0 1 2 105. Uses alcohol or drugs (describe): 
0 1 2 106. Vandalism 
0 1 2 107. Wale aelf during the day 
0 1 2 108. Wets the bed 09 
0 1 2 109. Whining 
0 1 2 110. Wishes to be of opposite sex 
0 1 2 111. Withdrawn, doean't gat Involved wllh other* 
0 1 2 112. Worrying 
113. Pleese write In any problema your child has 
that were not listed above: 
0 1 2 70 
0 1 2 
0 1 2 
PLEASE BE SURE YOU HAVE ANSWEREO AU. ITEMS. UNOERUNE ANY YOU ARE CONCERNED ABOUT. 
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APPENDEX J 
Activity Definitions 
10** Solitary Appropriate Describes an ongoing behavioral acaca. Child la 
playing alone tor minimum of 4 seconds. Child'a 
bahavior la diraecad (conacrucslva) and la In 
no way diarupclva of cha ongoing activities of 
eha ochar children in cha group. Child*a 
bahavior claarly doaa not alrror cha bahavior 
of children nearby (aae parallel play). 
Solitary Appropriate cannoc be codad if chare are 
ingoing Adulc Structured Accivldea In which cha 
child does noc participate (aae Solitary 
Inappropriate). 
Examples: Child playa wich Frogger game during 
free play period. 
20** Solitary Deacrlbaa an ongoing behavioral acaca. Child la 
Aimless playing alone for minima of 4 seconds. Child's 
behavior la noc directed coward a particular 
objecc or accivicy (nonconacrucclve), nor la ic 
diarupclva of ongoing group accivldea. Child's 
behavior clearly doea noc Mirror cha behavior 
of children nearby. This accivicy code denocaa 
unfocused behavior 
Child aay wander around room looking bored, vary 
briefly engaging In numerous acclviciaa. 
Examples: Child plcka up Frogger game, than 
picks up boxing glove as< other children play 
"Good horning Judge". 
30 ** Solitary Inappropriate- Describes an ongoing behavioral state. Child is 
Diarupclva playing alone for minimum of 4 aaconda. Child'a 
behavior la nonconacrucclve. and aay even be 
deacrucclve. Child's behavior clearly doea noc 
mirror cha behavior of children nearby. Child*a 
bahavior la boiacaroua, noisy, or threacaning, 
and â raa Co disrupt cha ongoing acclviciaa of 
' ochar'children in cha group. This behavior Is 
coded during scruccured and unstructured activiti 
Examples: As ocher children play a game cha 
cargec child bangs a boxing glove loudly on a cab 
40** Parallel Play Describes an ongoing behavioral scace. Child 
engages in behavior or accivicy which mirrors 
or mimics che behavior or accivicy of nearby 
peer for minimum of 4 seconds. Child clearly 
accends co cha nearby peer's behavior as an aid 
in che behavioral modeling. There muse be no 
acclve engagement between che children. I.e., no 
converaacion, and no exchange of objecca or 
macerlals. 
Examples: Two children scand side-by-side play' 
wich blocks (buc do noc ocherwlse accend co 1 
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50 **Coop«raciv« Flay Describaa an ongoing behavioral acaca. Child 
incacacca wlch ona or children in cha sane 
ongoing acclvlcy {or minima of 4 aeconda. Hay 
ba atruecured by adulc or unatructured (group-
ganaracad). May include conversation If activity-
orlancad. Tha nacura of cha game or activity 
oust require cha participation of 2 or oore child' 
Examples: Tha cargac child playa "Good Morning 
Judge" with tha othar childran. • 
Tha target child aaya "Have you aaan tha round 
piaca" while puccing together a puzsla with anoth 
child. (Noes: If this atacanant occurred during 
an already ongoing activity it would not ba 
aaalgnad a .new coda) 
60** Conversation Deacribea an ongoing behavioral atata and a 
discrete behavior. Indicates a posltive-to-neuti 
interactive verbalisation between two or mora 
childran. Convarsacions are nonaanlpulative and 
occur outside tha context of activity-oriented 
atatamenca during Cooperative Flay. 
Exaaples: "What'a your nasal" '"I got ona of th< 
70** Aggressive, Rough Flay Describes an ongoing behavioral state. Physical 
Interaction bacween two or oore childran lasting 
a period of at leaac 4 aaconda. Includes rough-
housing, jostling, good-natured vreatling or 
acuffling, and othar forna of phyalcal aggreasio 
Thaaa aggreaalva expreaaiona must not ba 
accompanied with negative affect or anger. 
Exaaplaa: While playing with tha basketball, t* 
childran puah each other aalda while going for 
the ball. 
06a* Aggression: Monangry-bullylng Typically describes discrete behavior of 
relatively shore duration. Domineering bahavi-
by one child toward 'another (or coward the enc 
group). Includea inclaidaclon (verbal and 
phyalcal), taunts, teasing, and physical abuse 
Not accompanied by hoatlllty or aggression. 
Noc in retaliation. 
Exaaples: "Shut up fatso, or I'll slap your f. 
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03 Aggression: Angry-reactive 
(AGGRESSION: ANGRX-
REftCTIVE AND OVER-
REACTIVE ARE COMBINED) 
Typically describes discrete behavior of relaclvaly 
shore duraclon. Clear displays of aggressive 
behavior by the child, coupled with angry, 
hostile verbalizations and/or behavioral cues. 
Aggression is exhibited in response'to a stimulus 
provided by anocher (i.e., is retaliatory), and 
is commensurate with the intensity of that stiaulus 
Appropriate aggression in-the sense thac anger 
is Judged to be a legitimate behavioral expression 
la this particular context. 
Examples: Child is hit on back of head with 
boxing glove and retaliates by snacl&lng offending 
child in similar fashion. 
04 Aggression: _£ngry-Overreatlve Typically describes discrete behavior of relatively 
short duration. Clear displays of retaliatory, 
angry aggression by the child which is ouc of 
keeping with the stiaulus provided by anocher child 
(or children), or angry aggression initiated by 
the child. May suggest frustration on the part 
of the child. 
Examples: Child screens and lunges at a child 
who has thrown a ball at hia. 
In apparent rage, a child call anocher "scupid" 
and shoves hia. 
07** Croup Entry An iniclaclng behavior directed coward a child 
or group at children so as to attempt to engagt 
them in play. Typically lascs a minimum of 
S seconds. Includes lingering (waiclng/hoverii 
verbalizations, and expressions of Interest. 
Target child oust express clear interest in 
social contact, and not merely an interest in 
obtaining an object for solitary play. 
Examples: "Can I play?" "Uhat are you guys 
doing?" 
09 "Response-Resistance Active resistance, disagreement, or noncomplia 
Co a request or demand by anocher child. 
May be either passive reslscance (sconewalling 
Ignoring) or active defiance. 
00** Response-Submission Cowrlng, complaining, simpering response to 
attempted domination by peer. "Uhlpping boy" 
or scapegoat. Allows oneself Co be dominated. 
90** Response-Compliance 
99 Ho cod* 
** Smiling 
**Erowning 
••Observing 
Compliant, agraaabla, affable behavior in 
raaponsa co raqueac, damand, or simple qua*cion ' 
Craa peer. 
Cannot code because child is ouc of sighc 
(eicher ouc of camera range or ouc of room 
or absent from group). 
Using facial miscles to upturn the comers 
of the mouth and/or facial expressions of 
joy or pleasure. 
lowering one's eyebrows or downward 
turning of the mouth and/or facial 
expressions of displeasure. 
Watching other children play for at least 
three seconds; not intending to interact 
or join in the play; not playing with own 
toy or engaging in aimless behavior. 
APPENDEX K 
iU«a&aa£Zllucx*axaat.BeaSu£« 
!. would you Invite (name) to your birthday party? 
I...............2.....-.........3...........-...4 
definitely definitely 
not Mould 
2. Would you llKe (name) as a friend7 
1 ——2——...........3.................. * 
definitely definitely 
not would 
3. Would you Uice to play with (name) aoaln? 
definitely definitely 
not would 
4. would you Invite (naae) ho»e to play «ith you after 
school? 
1_- 2 
definitely definitely 
not would 
5, Mould you Invite (name) to a sleeo-over at your house? 
1 -2———————3 4 
definitely definitely 
not would 
6. If you were forninq a club* would you invite (name) to 
loin? 
2— 3— <i 
definitely definitely 
not would 
7. would you introduce (nane) to your friends at hone or 
school? 
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I— 2" -—3- 4 
definitely definitely 
not would 
8. would you want to sit with (name) at lunch? 
1 —— 2 J 4 
definitely definitely 
not would 
9» If you were the captain of a team, would vou pick (name) 
to be on it? 
1.—- —.—.2———-——3-———————4 
definitely definitely 
not would 
10, HOW »ucn did you like to olay with (na«e)? 
1—— 
not »uch 
at all 
2 3 —4 
very much 
